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The purpose of this study was to determine if individuals in the later stages of 
dementia could benefit from their caregivers' use of language components that would 
assist them in gaining access to their emotional memories that had been developed 
throughout a lifetime of experiences. Participants in the study included 10 long-term care 
residents with a diagnosis of moderate-to-lale stage dementia, probable Alzheimer’s 
disease, and who were vocally disruptive. Thirty caregivers who interacted with the 
residents also participated io the study. The caregivers' responses to the vocally 
disruptive individuals were categorized as statements or questions. The language forms of 
caregiver questions were categorized by question type (yes/no. open-ended, clarifications, 
repetitions, or multiple-choice) and content (emotional or non-emotional). Resident 
responses following the caregivers’ questions were categorized as no change, increase, or 
decrease in level of disruptive vocalizations. Additional information was gathered 
through demographic profiles and two questionnaires completed by the caregivers. The 
results of this study indicated that ( i) all types of questions with emotional references 
were more successful in decreasing the residents' disruptive vocalizations than questions 
with no emotional references and (2) yes/no questions were more effective than other 
types of questions in decreasing disruptive vocalizations. Future research should focus on 
training caregivers to increase the number of yes/no questions and emotionally referenced 





Dementia denies an individual the ability to communicate their medical, physical 
and emotional needs. As a result, individuals with dementia may attempt communication 
through inappropriate behavior often involving disruptive vocalizations (i.e., repetitive 
questioning and shouting). In a study of clinical features characteristic of severe 
dementia, Boiler, Verny, Hugonot-Diener and Saxton (2002) reported that inappropriate 
shouting (screaming episodes) is most likely to occur when a person is unable to verbally 
express his or her feelings, especially during a time of distress or anxiety. Disruptive 
vocalizations can be devastating to communication interactions and quality of life for 
both the individuals wdth dementia and those who provide their care. Caregivers are 
challenged to determine what the individuals with dementia are attempting to 
communicate through their disruptive behaviors and further, how caregivers can best 
increase the resident’s communicative success. The main purpose of this study was to 
determine if caregivers’ ability to activate emotional memories of the resident with 
dementia using certain types of language would decrease the incidence of disruptive 
vocalizations.
The National Alzheimer’s Association (2005) reports that Alzheimer’s disease is 
the most common form of dementia, with 50 to 60% of all dementia cases diagnosed as 
Dementia of the Alzheimer’s Type (DAT). According to the American Psychiatric 
Association DSM-IV-TR (2000), the diagnostic category of Dementia of the Alzheimer’s
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Type involves memory impairment and one or more of the following: aphasia (language 
disturbance), apraxia (impaired ability to carry out motor activities despite intact motor 
function), agnosia (failure to recognize or identify objects despite intact sensory 
function), and disturbance in executive functioning (i.e., planning, organizing, 
sequencing, abstracting).
Decreased memory is the most obvious impairment for individuals with 
Alzheimer’s disease. Memory is essential to producing informative sentences. The loss of 
memory in individuals with dementia results in the inability to produce appropriate words 
necessary for communication (Dijkstra, Bourgeois, Petrie, Burgio & Allen-Burge, 2002). 
The literature on clinical intervention for individuals with Alzheimer’s disease 
recommends that communication partners use communication strategies that will 
compensate for memory impairments (Mahendra, 2001; Tomoeda, 2001).
In 2007, Zientz, Rackley, Chapman, Hopper, Mahendra, Kim, and Cleary 
published a report on therapy techniques used to enhance the communication skills of 
individuals with dementia. One of the therapy techniques reported by the authors and that 
is important to this study is the use of questions by the caregivers who are interacting 
with individuals with dementia. Dijkstra et al. (2002) reported that caregivers typically 
used a high number of questions when interacting with late-stage dementia individuals, 
possibly in an attempt to repair communication breakdowns. Some studies indicate that 
caregivers, when interacting with individuals with dementia, are often more successful 
when using yes/no questions as compared to when they use open-ended questions (Small 
& Perry, 2005; Toner, Beck & Richards, 2003). In 2001, Hopper reported that the yes/no
question format helps to simplify conversational interactions necessary for 
comprehension by individuals with dementia.
Another potential communication strategy is based on emotional memory. 
Sprenger (1999) discussed five different types of information storage processes that 
constitute long-term memory: semantic, episodic, automatic, procedural and emotional. 
Semantic (learned information -  words) and episodic (linked to specific temporal and 
spatial context) memories are stored in the hippocampus. Procedural (learned activities) 
and automatic (conditioned responses) memories are stored in the cerebellum, with 
emotional memories (feelings related to past experiences) are stored in the amygdala. 
Most studies have focused primarily on the deficient explicit memory skills of semantic, 
episodic, and procedural memory rather than on the implicit memory skills of automatic 
and emotional memory (Baker, 2005). Sprenger reports that in the normal population, as 
past emotions are activated, the thoughts related to the emotional memories overpower 
the other types of memory (i.e., semantic, episodic, automatic, and procedural). 
Eventually, the emotional memor . s .rovide a stronger connection to the other types of 
memory through incorporation of any emotional significance from the individual’s past 
life experiences. The memories, developed from the past experiences, activate the 
semantic memory, providing an individual with increased ability to recall the appropriate 
words as they are now related to specific events of the past.
Various studies have determined that individuals with dementia retain the ability 
to express and comprehend emotional components of communication (Bucks & Radford, 
2004; Kensinger, Anderson, Growdon & Gorkin, 2004; Magai & Cohen, 1998; Magai, 
Cohen, Culver, Gomberg & Malatesta, 1997; Magai, Cohen & Gomberg, 2002). For
example, studies report individuals in the later stages of dementia retain an emotional 
awareness in that they are able to display both positive (e.g., joy) and negative (e.g., 
anger, contempt, disgust) facial expressions in response to various types of caregiver 
interactions (Magai et al., 2002). Bucks and Radford (2004) also report that individuals in 
the later stages of dementia display emotional processing abilities, as they are able to 
recognize happiness, sadness, anger, fear, and the lack of any type of emotion.
Previous research has recommended continued study of the impact of emotional 
stimuli for individuals with dementia (Baker, 1996; Boiler et al., 2002; Finnema, Droes, 
Ribbe & van Tilburg, 2000; Kensinger et al., 2004; Magai et al., 2002). Specifically, 
investigation of language that references past experiences (emotional references) within 
questions following disruptive vocalizations of individuals with dementia would help 
determine if disruptive vocalizations decrease following the caregivers’ use of emotional 
references in their questions. That is, it is of interest to determine if the caregivers’ 
incorporation of emotional references into their questions would increase the individual 
with dementia’s ability to access their language to better respond to the conversational 
interaction. If it is true that activating emotional memories improves the individual with 
dementia’s ability to express their needs, this could improve their communicative 
interactions by decreasing their disruptive outbursts.
Thus, previous studies have found that certain types of questions result in 
improved corny mnication abilities for individuals with dementia. In addition, studies 
cited above suggest that language with emotional references may also provide 
communication benefits. This study is a further exploration of these previous findings, 
and it attempts to accomplish two goals: (1) to replicate the previous findings regarding
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the etficacy of yes/no questions, and (2) to test the notion that questions that contain 
emotional references promote better communicative interactions.
The study involved observations of caregiver/resident interactions at three long­
term care facilities. The data were transcribed and categorized according to types of 
questions used by the caregiver (yes/no, multiple choice, open-ended, clarification, or 
repetition). Next, the content of the caregivers’ questions was classified as either 
emotional or non-emotional. Finally, the effects of question type and content on the 
individual with dementia’s disruptive vocalizations (whether they increased, decreased, 
or did not change) were analyzed. Additionally, a rating scale of the residents' behaviors 
and an open-ended questionnaire completed by the caregivers provided the caregivers’ 
perceptions of the resident/caregiver communicative interactions.
In summary, the purpose of the study was twofold. One purpose was to determine 
if there was a decrease in the number of disruptive vocalizations produced by individuals 
in the late stages of Alzheimer’s disease following the caregivers’ use of questions with 
emotional references as compared to questions with no emotional references to the past. 
The other was to determine if there was greater success in decreasing disruptive 




The American Psychiatric Association (Diagnostic and Statistical Manual of 
Mental Disorders-IV, 2000) defines dementia as multiple cognitive deficits involving 
memory impairment and at least one of the following: aphasia (naming deficits), apraxia 
(difficulty executing motor function), agnosia (inability to recognize incoming 
information), or disturbance in executive functioning (problem solving skills). 
Additionally, the symptoms of dementia must be present outside of the diagnosis of 
delirium and have an effect on social and functional skills. A definition of dementia 
provided by Hopper, Bayles, Harris and Holland (2001) entails deficits in memory, 
auditory comprehension, abstract reasoning, and logical relationships affecting the 
individual’s ability to communicate.
Numerous authors report Alzheimer’s disease to be the most common type of 
dementia. Studies suggest that up to two-thirds of dementia diagnoses are of the 
Alzheimer’s type (Cheston & Bender, 1999). Forstl (2000) refers to Alzheimer’s disease 
as a “pure dementia” with difficulties in acquisition of new information and memory 
impairments (short-term, long-term declarative memory), resulting in word-finding, 
reading, and writing difficulties. These deficits increase with the progression of the 
disease.
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vmvloid j ques and neurofibrillary tangles are prominent neurological changes 
noted in Iv brain fected by Alzheimer’s disease (Cheston & Bender, 1999) attributing 
to common ;;aion deficits. However, plaques and tangles are also found postmortem in 
individuals not diagnosed with dementia (Forstl, 2000). Therefore, along with plaques 
and tangles, research focuses on neurotransimitters and chromosome abnormalities 
characteristic of Alzheimer’s disease (Woods, 2001). Neurological and medical 
researchers search for risk factors and clinical identifiers of Alzheimer’s disease 
involving genetic factors (apolipoprotein E gene on chromosome 19), aging (e.g. 
increased longevity), family history (including history of Down’s syndrome), estrogen 
deficiency, education and occupation, and other risk factors (i.e. head injuries, 
alcoholism, history of heart attacks, Parkinson’s disease and hypothyroidism) (Cheston & 
Bender, 1999).
Types of Memory
Knowledge is introduced into short-term and working memory through visual, 
auditory, and kinesthetic sensory modes. After brief periods in short-term and working 
memory, the newly-acquired knowledge then goes into permanent long-term storage 
through the semantic, episodic, procedural, automatic, and emotional memory lanes for 
retrieval at a later time. The memory lanes used for accessing long-term storage are 
divided into explicit and implicit memories. The explicit memories are the semantic and 
episodic memories (voluntary memories involving memories of words, facts, and places). 
The implicit memories are procedural, automatic, and emotional memories (involuntary 
memories involving a compulsive re.< onse to a stim. as or a situation (Sprenger, 1999).
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Semantic memory involves information relayed in the form of words, with the 
hippocampus responsible for storing and retrieving these words (Carter 1998; Sprenger 
1999). Episodic memory is related to the locations, events, or circumstances under which 
the memories of the words were developed. During retrieval of information, activation of 
the episodic memory lane is a process of associating the learning with the “episode” that 
took place during the learning. The hippocampus is the gateway to the episodic memory 
lane, in that it stores factual information. Developing a memory of where you are when 
an event happens is factual information and a part of episodic memory (Sprenger, 1999). 
Damage to the hippocampus, related to Alzheimer's disease, destroys the ability to access 
personal memorie s and spatial memories, as well as the capacity to use working memory 
to learn new information and transfer the knowledge to long-term storage. Without this 
ability for accessing memories or transferring new information to long-term storage, 
individuals with Alzheimer’s disease respond in an inappropriate manner due to the 
inability to compare new situations to information learned from former experiences.
Procedural memory, our “how to” memory, is an implicit form of memory in that 
it provides us not only with the ability to ride a bike or drive a car, but also how to 
execute language skills once they have become automatic (i.e., reciting the alphabet or 
responding to opposites such as hot/cold, black/white, salt/pepper) (Sprenger, 1999). 
Carter (1998) reports procedural memory to be stored in the cerebellum and putamen 
with deeply ingrained habits stored in the caudate nucleus.
Another category involving implicit memory is automatic memory, and similar to 
procedural memory, it is also located in the cerebellum. Hearing a familiar song may 
trigger one’s automatic memory, which can then trigger other memory lanes to open. The
8
alphabet, multiplication tables, and probably the ability to decode words are stored in the 
cerebellum, and Sprenger (1999) peculates that due to automatic memory, the ability to 
read, but not comprehend, is in ne’s cerebellum.
The final category of implicit memory is emotional memory. Emotional memories 
are the strongest memories, taking precedence over semantic, episodic, procedural, and 
automatic memory. Emotional memories can be powerful enough to override logical 
thinking. As information enters the brain, the amygdala immediately assesses the 
emotional value and compares the information to emotional memories previously stored 
in long-term memory (Sprenger 1999), thereby determining if the new information has 
any basis for furti r consideration, particularly in activating the other memory lanes. The 
combination of these memory types (semantic, episodic, procedural, automatic and 
emotional) is the key to language access and the ability to produce informative sentences.
The Effect of Alzheimer’s Disease on Memory and Communication Skills
Memory loss greater than expected from normal aging is the first and most 
significant symptom of Alzheimer’s disease. Decreased memory skill resulting in word­
finding difficulties is one of the initial characteristics of the disease. Memory and word­
finding difficulties continue with progression of the disease to the point where the 
individual can no longer retrieve specific words, phrases, and sentences. The Global 
Deterioration Scale (Reisberg, 1983) is commonly used to classify the progression of the 
disease in seven stages. No cognitive decline is noted during Stage 1, with the individual 
able to function within the normal range. Stages 2 and 3 show mild cognitive decline with 
forgetfulness (familiar names and objects) and early states of confusion (lost when 
traveling, poor work performance, name and word-finding deficit). During Stage 4 there
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is evidence of increased confusion, decreased knowledge of current and recent events, 
difficulty with travel to unfamiliar locations, handling finances, and with serial 
subtractions, along with an inability to complete complex tasks. The individual with 
Alzheimer’s disease progresses to Stage 5, when difficulty recalling relevant information 
(address, telephone number, names of close family members) is evident and they begin to 
need assistance with daily functions. Alzheimer’s disease intensifies in Stage 6 as the 
individual shows greater cognitive decline through forgetting the name of their 
spouse/caregiver, showing an unawareness of recent events, immediate surroundings, 
year, and season, and exhibiting delusional behavior, anxiety and agitation.
Characteristics prominent during the last stage on the Global Deterioration Scale, Stage 7, 
include verbal abilities being virtually lost, incontinence of unne, and not being able to 
independently complete their personal daily cares. Stages 6 -.nd 7 are considered severe 
stages of cognitive decline with significant memory loss. Early biographical memories 
can be lost and the ability to produce anything other than simple words and phrases is not 
possible (Forstl, 2000). The individual is forced to use whatever means they have 
retained throughout the disease process in an attempt to communicate daily needs. 
Communication attempts typical of the later stages include echolalia, palilalia, 
perseverations, verbal stereotypes and non- verbal utterances (Boiler et al., 2002). It is at 
this point, during Stages 6 and 7, that family members typically can no longer provide the 
high level of care required and are forced to place their loved one in a long-term care 
facility.
Numerous authors describe the decreased communication abilities of individuals 
with dementia related to loss of memory skills. As noted in the Global Deterioration
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Scale, the loss is gradual, with continuing decline in communication and cognitive skills 
as the disease progresses. Bourgeois (2002) defines the communication impairment 
related to dementia as not one of speech and language, but an impairment of memory 
with the speech processes of phonology, syntax, and semantics retained until the very end 
stages of dementia; however, memory impairments hinder the individual's abiliiy to 
access appropriate speech and language to convey their message. Accordingly, Bayles 
(2001) explains that individuals with dementia of the Alzheimer's type have a 
communication problem more than a language problem, as word meaning and syntax 
(factual knowledge) are relatively spared throughout the course of the disease. Further, 
individuals with dementia of the Alzheimer’s type have difficulty comprehending lengthy 
complex sentences due to the difficult task of retaining the linguistic information of a 
message while trying to comprehend the meaning of the entire sentence (Hopper. 2001). 
Because memory is the key to producing informative sentences, loss of memory and 
language skills by individuals with dementia results in “empty speech" (Dijkstra. 
Bourgeois, Petrie et al., 2002). Caregivers of individuals with dementia are faced with the 
challenge of accessing the factual knowledge retained by the individual, even though 
retrieval through the memory lanes is deficient.
Maintaining and/or enhancing communication abilities in the individual with 
dementia require not only an understanding of the cognitive deficits experienced by each 
individual, but also an understanding that not all areas of memory are equally affected 
(Hopper, 2003). Much of the research on memory deficits characteristic of dementia and 
Alzheimer’s disease has focused on explicit memory, episodic and semantic memory, and 
declarative memory skills. Bayles (2001) reports factual knowledge to be relatively
resistant to the effects of the disease, and many investigators have documented that 
knowledge of word meaning and syntax are relatively spared throughout the course of the 
disease until into the very' late stage. Such a study, by Small and Perry (2005). determined 
that individuals in the mild to moderate level of Alzheimer’s disease could more often 
respond to open-ended questions requiring recall of semantic information versus 
questions requiring recall of information using the episodic memory lane.
A recurring theme in articles on dementia is clinical interventions focusing on the 
spared cognitive abilities to compensate for the impaired areas of memory and 
communication (Bayles, 2001; Mahendra. 2001). Boiler el al. (2002) report implicit 
memory (encompassing emotional memory) to be relatively spared into the later stages of 
the disease even though episodic memory (the ability to remember past events that 
happened in our lives) and semantic memory (the ability to use words to relay general 
knowledge) are greatly affected. Consequences of the decreased memory skills, 
especially episodic and semantic memory, combined with an ability to produce speech, 
result in discourse deficits of empty phrases ndefinite words, and repetitions (Dijkstra, 
Bourgeois, Burgio & Allen, 2002). Interestingly, during the late stages of the disease, 
individuals do have the ability to attend to pleasant stimuli for variable periods of time, 
repeat words, and respond appropriately to a compliment (Hopper, 2001). As reported by 
Forst! (2000), they are able to receive and return emotional signals long after the loss of 
language skills.
Disruptive Vocalizations
Aggressive behaviors, including disruptive vocalizations, are a common 
phenomenon as individuals with dementia attempts to appropriately communicate th(
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daily needs. A review of recent literature indicates that the description of disruptive 
vocalizations is relatively consistent. Cohen-Mansfield (2000) reports that a central 
component of problematic behavior is any behavior that is perceived to be inappropriate 
by the observer even though it may be considered appropriate by the individual 
displaying the behavior (e.g. repetition of words, shouting, hitting). Vocalizations used in 
a repetitive, demanding or loud manner can be classified as disruptive. These can include 
repetitive phrases such as: “I want to go home.” “Where do I go?” “When is my husband 
coming to get me?” “What time is it?”
Inappropriate behaviors commonly observed in the later stages of dementia are 
referenced with similar terms by various authors. The more common terms include 
disruptive behavior (Beck, Heithoff, Baldwin, Cuffel, O’Sullivan, & Chumbler, 1997; 
Duffy, 2002; Magai, Cohen & Gomberg, 2002), verbal agitation (Cohen-Mansfield,
2000; Cohen-Mansfield & Libin, 2004), disruptive vocalizations (Bourgeois, 2002; 
Burgio, Scilley, Hardin, & Hsu, 2001; Hopper, 2001), vocally-disruptive (Hallberg, 
Norberg, & Eriksson, 1990), and problematic vocalizations (Toner et al., 2003).
The Cohen-Mansfield Agitation Inventory (CMAI) is a tool used by caregivers to 
guage the level of disruptiveness related to 29 types of agitated behaviors. The CMAI 
uses a 7-point scale from “not at all” to “extremely disruptive” to rate the level of 
disruptiveness. A study by Shahar, Snow, Souchek, Ashton & Kunik (2004) using the 
CMAI, determined that the most common form of agitated expression was verbal 
agitation, followed by physically nonaggressive agitation, and that the least common 
involved physically aggressive agitation. Within the 29 types of agitation used on the 
CMAI, types of verbal agitation include cursing or verbal aggression, constant requests
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for attention or help, repetitive sentences or questions, making strange noises, screaming, 
and complaining (Cohen-Mansfield & Libin, 2004^ Cohen-Mansfieid (2000) reports 
inappropriate verbalizations to be nonaggressive .̂. r̂ing the middle stages of dementia 
and progress to verbally-aggressive behavior by the end stages of the disease.
A study by Bourgeois (2002) reports problem behaviors such as repetitive 
questions or demands to be the most frequently-reported annoying behavior. Bourgeois 
explains that the individual has difficulty encoding information received through the 
sensory modes of auditory, visual and tactile stimulation and is not able to retain the 
concept in their short-term memory long enough to register the new information in 
working or long term memory. Similarly, Hopper (2001) reports that as a result of 
episodic memory impairment, individuals with Alzheimer’s disease may repeatedly ask 
the same question, sometimes within seconds, as the individual with dementia is not able 
to access the appropriate words (word-finding difficulties) and only becomes more 
agitated due to the difficulty in expressing their wants and needs. Boiler et al. (2002) 
report inappropriate shouting, used out of frustration and anger over the loss of control 
and the inability to express their needs, occurring in the severe dementia population as 
their mode of communication to interact with their environment. A study by Dijkstra, 
Bourgeois, Petrie et al. (2002) indicated that late-stage dementia patients used fewer 
words and had greater difficulty providing factual information than patients in the earlier 
stages of the disease.
Burgio et al. (2001) described disruptive vocalizations as screaming, cursing, 
complaining, negativism, moaning, paranoid verbalization, repeated requests for 
attention, repetitious words or sentences, singing outside of an organized activity, and
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self-talk without regard to volume. Results of their study indicated that vocally-disruptive 
individuals averaged 15 disruptive vocalizations per hour, with an average duration of 40 
seconds per disruption. There were more disruptive vocalizations during the late 
afternoons than any other time of the day. Hallberg et al. (1990) reported that vocally- 
disruptive individuals in the later stages of dementia were noisy for long periods of time 
and repeated words, sentences, or sounds.
Determining the causal factors of the inappropriate behaviors is difficult due to 
many factors related to personality, medical diagnoses, along with memory loss and 
communication deficits. Goleman (1995) explains that emotional explosions occur as the 
center of our limbic brain, the amygdala, reacts w.Ji emotions and feelings before the rest 
of the memory lanes are activated so that the logical thought process can begin. It appears 
that the combination of emotional components (e.g., frustration and anger) and the lack of 
word-finding abilities result in disruptive behaviors for the individual with dementia. 
Additionally, Cohen-Mansfield (2002) reports that various etiologies of problem 
behaviors, such as brain dysfunction, learning through differential reinforcement (e.g. 
inappropriate behavior elicits a response), over-stimulation, under-stimulation, and 
sensory deprivation common to dementia, add further difficulties in combating the 
problem behaviors.
It is important for caregivers to be aware of the communication attempts 
displayed by individuals with dementia through any type of vocalizations (i.e., screaming 
and yelling). The vocalizations may be a desperate attempt at communication using 
readily accessible words (Bourgeois 2002), or a form of emotionally-charged urgent 
response (Goleman, 1995). Also, the individual may be simply using vocalization to
quickly elicit a reaction from another individual (e.g., the caregiver) (Duffy, 2002). 
Accessing the spared memory lanes may be useful in assisting the individual with 
dementia to retrieve the appropriate words and information in order to successfully 
communicate their daily needs.
Caregiver Interactions with Individuals in the Late Stages of Dementia
It is the responsibility of the caregiver to guide communicative interactions, 
enriching the communication exchanges in order to activate the preserved memory of the 
individual with Alzheimer’s disease. Previous research indicates that communication 
breakdown between the caregiver and individual with dementia is a major factor in 
relationship conflict, social isolation, and depression for either the caregiver or individual 
with dementia (Small, Gutman, Makela, & Hillhouse, 2003). Additionally, a study by 
Hart and Wells (1997) showed significant increase in agitation by individuals with 
dementia when they were given commands by their caregivers at a higher level than their 
comprehension ability. The Hallberg et al. (1990) study indicated that vocally-disruptive 
individuals require an additional 12 minutes of caregiver assistance to complete physical 
care activities (i.e.; bathroom duties, washing, meals) as compared to non-disruptive 
individuals with dementia (51 minutes vs. 39 minutes, respectively). Further, the 
experimenters noted that fewer attempts were made by caregivers to engage the vocally- 
disruptive individuals in activities.
Caregivers use various strategies in attempting to improve communicative 
interactions. They may attempt to finish sentences, or guess what the individual with 
dementia is trying to say by asking multiple questions. Caregivers may misinterpret the 
conversational intent by focusing on the literal message, rather than looking for the
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hidden meaning. A statement such as “I want to go home” doesn't always mean returning 
to their former residence (Bourgeois, 2002). The statement may relate to dying, their 
childhood home, or the word “home” may be completely incorrect, but the only word that 
the individual could access.
Numerous studies have focused on communicative interactions between 
caregivers and individuals with dementia, with the literature advocating the training of 
caregivers in communication techniques to be used in facilitating successful 
communicative interactions (Small et al., 2003; Zientz et ah, 2007). For example, Allen- 
Burgio, Burgio, Bourgeois, Sims and Ninnikhoven (2001) saw an increase in positive 
statements being made by both caregivers and individuals with dementia following 
caregiver training sessions in using positive statements (he., “good job,” words of 
affection, “thank you”). Mopper (2001) reports four strategies used by caregivers that 
enhance communication abilities: repeated exposure, simplified conversational 
interactions, using declarative sentences, and using multiple choice or yes/no questions. 
Incorporating these four strategies into communicative interactions requires caregivers to 
use short sentences and repeat the message in the same format due to decreased memory 
skills. Caregivers should use the multiple choice or the yes/no question format rather than 
open-ended questions to decrease the load on the memory system. Toner et ah (2003) 
reported that the caregiver strategy most often and most successfully used by caregivers 
in response to problematic vocalizations was yes/no questions. Likewise, a study of 
caregiver communication strategies by Small et ah (2003) determined that the elimination 
of distractions, speaking in simple sentences, and employing yes/no questions were 
successful strategies in decreasing communication breakdowns. The authors reported
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yes/no questioning to be the most successful means of preventing communication 
breakdowns (67% of the questions asked were answered appropriately). Additionally, 
Tappen et al. (1997) found caregivers of individuals in the middle and late stages of 
dementia were using twice as many closed-ended (yes/no, multiple choice) as open-ended 
questions when conversing with this population. A study by Dijkstra, Bourgeois, Petrie 
al. (2002) showed that nursing assistants ask more questions while interacting with 
individuals in the late-stage of dementia as compared to interactions with individuals in 
the early-stage of the disease. The authors suggest that nursing aides’ higher use of 
questions may be an attempt to repair communication breakdowns more often with late- 
stage dementia residents. Ripich, Ziol, Fritsch and Durand (1999) found that caregivers 
trained to use yes/no questions had a more successful outcome than those using open- 
ended questions.
A review of these studies indicates that caregivers, when interacting with 
individuals in the late-stage of dementia, use the yes/no question format extensively. 
However, as reported by Dijkstra, Bourgeois, Petrie et al. (2002), nursing assistants in 
long-term care facilities are not optimizing communicative interactions with late stage 
dementia residents by interacting in the most successful manner. Bucks and Radford 
(2004) stress the importance of decreased reliance on cognitive ability and using 
comprehension of emotion to increase communicative success. Considering the dementia 
individual’s retention of factual knowledge, but inability to access it through the deficient 
memory lanes, in-depth studies of communicative interactions are necessary t determine 
if individuals in the late stage of dementia respond differently to variations in question 
content through activation of the spared memory lanes (i.e., emotional memories).
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Content of Communicative Interactions
Research has shown that the explicit memory skills (episodic and semantic 
memory) are severely impaired in the later stages of dementia, with implicit memory 
(including emotional memory) relativei> •me: * ’’er et ah, 2002). The ability of 
individuals with Alzheimer's disease to e •, : respond to emotional components of
communication has been studied in various modalities. A study by Magai, Cohen and 
Gomberg (2002) reported that individuals with late-stage dementia retain an emotional 
awareness both in expression and in response to emotional expressions displayed by 
others. This emotional awareness was indicated when the authors observed an increase in 
the individual with dementias’ positive facial expression of joy following nonverbal 
sensitivity training of the caregivers. Bucks and Radford (2004) noted that individuals 
with Alzheimer’s disease were able to display emotional processing abilities in 
recognition of non-verbal emotional cues (i.e. happiness, sadness, anger, fear, and 
neutrality) and showed improved communication with comprehension of these emotions. 
Dolcos et al. (2005) used functional MR1 in a 1-year follow-up study investigating 
amygdala activity (accessing emotional memories) during the retrieval process while the 
ujects (healthy young adults) viewed emotional and neutral pictures. The subjects 
recognized pictures with an emotional content more often than pictures containing neutral 
content. Further analysis indicated no difference in retrieval when comparing pictures 
expressing positive emotion as compared to pictures expressing negative emotion. 
Another study revealed that memory skills involving material with an emotional 
component are significantly better than merr. - of materials with neutral content (Amtz 
et ah, 2005). Also, emotional memories pro support for retrieving additionai features
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in connection with a specific event (Kensinger et ai., 2004).
Further research in the area of emotional content is being recommended. A 
literature review of emotion-oriented approaches (e.g. validation, reminiscence and 
sensory integration) by Finnema et al. (2000) reported positive effects on social behavior 
in con-elation with using communication techniques targeting the emotional needs of the 
individual with dementia and recommended further research in the area. Validation 
(Hopper, 2001), reminiscence therapy (Head, Portnoy & Woods, 1990) and sensory 
integration (Burgio et al., 1996) are techniques used in accessing remote memories for 
improved communication and socialization skills. Theoretically, through these techniques 
past experiences with an emotional significance activate the amygdala, which determines 
if the experience is important enough to be brought forward through the emotional 
memory lane, which then assists in the activation of the other memory lanes (Sprenger,
1999). Small and Perry (2005) recommend further research to examine variability in the 
content of caregiver questions in order to train caregivers in increasing the success of the 
responses to the caregivers’ questions. Additionally, the recently drafted American 
Speech-Language Hearing Association Technical Report, “The Roles of the Speech- 
Language Pathologists Working with Individuals with Dementia” (2005), recommends 
focusing on the positive emotion?' abilities of the individual with dementia with the goal 
of increasing engagement and learning. Most studies in the areas of affect and emotional 
content during communicative interactions with individuals with dementia use direct 
observation of facial expressions following exposure to emotional components as an 
analysis tool for activation of emotional memories (e.g., expressions of pleasure, interest, 
joy, anger, disgust, contempt sadness, anxiety/fear and contentment) (Lawton, Van
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Haitsma, & Klapper, 1996; Magai et al. 1997; Magai et al. 2002; Bucks & Radford,
2004).
Summary
Research has shown that individuals with dementia retain the ability to understand 
and express emotions. Therapy techniques using emotion-oriented approaches (e.g., 
validation, reminiscence therapy and sensory integration) are known to have positive 
effects on the social behavior of individuals with dementia. Research also show's that 
caregivers use the yes/no question form extensively when interacting with individuals in 
the late stages of dementia because it seems to facilitate more effective communication. 
Thus, it appears that combining the yes/no question form with language that activates the 
retained emotional skills of the individual with dementia may result in better caregiver 





Individuals with Alzheimer's disease residing in long-term care facilities and their 
caregivers served as participants in this study. Ten residents with a diagnosis of dementia 
and displaying vocally-disruptive behaviors, along with their caregivers, were recruited 
from three different facilities within the Minneapolis, St. Paul, and St. Cloud areas of 
Minnesota. Long-term care facility administrative staff members (i.e., administrators, 
directors of nursing, and dementia unit coordinators) were provided with a description of 
the research study and the selection criteria. Facility personnel identified residents with a 
diagnosis of dementia who displayed vocally-disruptive behaviors and contacted the 
residents’ legally authorized representatives for permission to enroll these residents in the 
study. Upon approval, the principal investigator contacted the residents’ legally 
authorized representatives to describe the research study and obtained informed consents.
The residents who participated in the study were at least 55 years of age with a 
life expectancy of greater than 6 months (i.e., residents could not participate while in a 
hospice program). The Diagnostic and Statistical Manual of Mental Disorders (2000) was 
used as a guideline for a clinical diagnosis of dementia along with a physician’s report 
(review of medical records) indicating probable Alzheimer's disease. The principal 
investigator administered the Mini Mental State Exam (MMSE) (Folstein, Folstein, & 
Fanjiang, 2001) and the Global Deterioration Scale (Reisberg, Ferrr de Leon, & Crook,
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1983, Appendix H) to the ten residents. The scores showed a classification of moderate - 
to-late stage dementia for all of the residents. Additionally, the principal investigator 
verified the classification of the residents who had been identified by the long-term care 
staff as vocally-disruptive. Cohen-Mansfield's (2000) division of problem behaviors of 
either verbally nonaggressive (complaining, negativism, repetitive sentences or questions, 
and constant unwarranted requests for attention or help) or verbally aggressive (cursing 
and verbal aggression, making strange noises, verbal sexual advances, and screaming) 
were used as guidelines for identification of residents who were appropriate for the study. 
Residents identified as vocally-disruptive due to physical pain were excluded from the 
study. The residents must have resided in the facility for more than three months. This 
restriction was applied to decrease the probability of disruptive behaviors due to new and 
unfamiliar surroundings. All ten of the residents were Caucasian; nine were females and 
one was male. They were between the ages of 81 and 97 years (M = 89, SD = 5.6).
Thirty long-term care facility caregivers (e.g., nurses, nursing assistants and 
recreational therapists) who interacted with the residents were also recruited for the 
study, thus completing the communication dyads. The caregivers must have worked with 
the residents for at least three months prior to the study to ensure familiarity with the 
residents.
Instrumentation
Data were collected through audio recordings and direct observation of the 
resident/caregiver interactions by the principal investigator. A rating scale of the 
residents’ disruptive behaviors, an open-ended questionnaire regarding the caregivers’
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perceptions of the communicative interactions, and a demographic profile of the 
caregivers were used to collect data regarding the caregivers’ and their perceptions.
A portable audio recorder and a microphone, (RadioShack CTR-122, serial #1 ,-  
1129 and RadioShack Business Microphone 33-3041. serial #33-3041) were used to 
record the resident/caregiver verbal interactions. For further understanding of the audio- 
recorded interactions, the principal investigator used hand-written notes to describe non­
verbal aspects of communicative intent (e.g., caregiver tone of voice, physical contact) 
and any relevant environmental influences that clarified communicative intentions (e.g., 
pointing out the window, displaying coffee cup). Additionally, information such as a 
description of the resident’s behavior, location of the interaction (e.g. resident’s room, 
community room), and the activity of the resident at the time of the disruption were also 
noted.
The Resident Behavior Rating Scale was completed by the caregivers following 
the one-hour observed sessions. It consisted of five questions and required approximately 
5 minutes to complete (see Appendix D). A 10-point rating scale was used (rating of 1 = 
difficult to 10 = same as other residents) to compare working with the vocally-disruptive 
resident and other individuals with dementia. The caregivers rated their perceptions of 
any changes in the disruptive vocalizations, the time required by the resident, 
manageability of the resident, and the enjoyment of the interaction with the resident.
After all of the observations had been completed within a facility, the caregivers 
were asked to spend 15 to 30 minutes completing the Open-ended Questionnaire. General 
questions pertaining to the communicative interactions of the individual with dementia 
and the caregiver were used to guide the caregivers in providing their point of view on
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interacting with vocailv-disruptive residents (see Appendix E). Question content was 
devised following the format of Cohen-Mansfield & Werner (1997) typology of 
vocalizations. The questions focused on the type of disruptions used by the residents, the 
caregivers' opinion as to what caused the residents to be vocally-disruptive, the types of 
questions used by the caregivers following a vocally-disruptive incident (i.e., types of 
words that were more successful) and the types of responses from the residents that were 
anticipated by the caregivers following the interactions. The questionnaire was a source 
of information as to how the caregivers perceived their own communicative interaction 
skills, their knowledge base of what emotional triggers they commonly use, and then- 
expectations of how the vocally-disruptive residents would respond to them. The open- 
ended format of the questions required the caregivers to formulate their own responses.
Demographic profiles completed by the caregivers were the last source of data 
(see Appendix B). Information included age, gender, ethnicity, education, employment 
status, years of experience in the present position and in the setting, along wbth the 
amount of training that the caregivers had in caring for individuals with dementia.
Procedure
This study took place in three long-term care facilities in locations where the 
individuals with dementia and their caregivers typically spent their time (i.e., common 
living areas or the resident’s room). The caregivers were aware that the principal 
investigator was a speech-language pathologist serving the adult population and would be 
conducting the observations and administering the Resident Behavior Rating Scales and 
the Open-ended Questionnaires. Establishing rapport with the participants in the study 
was critical to the qualitative components of the study (Patten, 2002). Familiarity with the
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principal investigator helped the caregivers feel comfortable and non-threatened during 
the observations and while completing the questionnaires. The caregivers were informed 
that the communicative interactions between themselves and the residents were being 
observed. As stated on the informed consent forms, both the residents’ legal 
representatives and the caregivers were aware that the purpose of the study was to 
determine if the caregivers’ style of interaction with the residents affected the incidence 
of disruptive vocalizations and feelings of communicative success. Additionally, the 
caregivers were informed that they would be completing two questionnaires designed to 
determine their impression of the success or failure of the interactions during the 
observed sessions. Minimal information was provided to the caregivers about the fact that 
the specific focus of the study was the form of questions and emotional content of the 
caregiver language. This was done to decrease the probability of the caregivers 
attempting to alter their typical style of interacting with the residents.
O b se rva tio n a l D a ta
Each of me ten long-term care residents and their caregivers were observed during 
two separate one-hour audio-recorded sessions. According to previous studies (e.g., 
Burgio et al., 2001), typical residents with dementia who are vocally-disruptive would 
produce an average of 15 disruptive vocalizations per hour. The observation schedule 
would therefore result in approximately 300 samples of communicative interactions (i.e., 
10 residents x 2 hours of observation x 15 disruptive episodes = 300 samples). An audio 
recorder and microphone were placed in a small handmade black pouch that was usually 
secured to the resident’s wheelchair, with the purpose of focusing only on the interactions 
between the resident who was participating in the study and the resident’s caregivers. In
26
instances when a resident was not using a wheelchair, the audio recorder and microphone 
were placed on a clipboard and carried by the principal investigator so that they would 
remain within close proximity of the resident/caregiver communication dyad. Wireless 
microphones have been used in other studies. For example, Small & Perry (2005) used 
wireless microphones on both the individual with dementia and the caregiver. However, 
in that study, individual caregivers (spouses) were caring for a single individual, rather 
than multiple long-term care staff caring for multiple individuals (i.e., residents). It was 
important in this study that the audio-recorded data were only from the residents and 
caregivers who were participating in the study and not from the caregiver interactions 
with other residents in the facility.
To increase accuracy of the data, the principal investigator noted additional 
information during the sessions (e.g., non-verbal communicative components and 
environmental circumstances related to the interaction). To increase the validity of the 
data, the residents were each observed during two one-hour sessions. These observations 
were scheduled on different days of the week and over different time periods. For 
example, the first observation of one of the residents was on a Friday (3:45 to 4:45pm) 
prior to the evening meal with the second observation on a Tuesday (6:15 to 7:15pm) 
following the evening meal. This type of schedule was used in an attempt to improve the 
validity of the data by taking into account the effects of environment on resident 
behavior. The residents’ behaviors may have been affected by the presence or absence of 
natural lighting (daytime vs. evening), the onset of evening (residents may have 
experienced memories of going home after a day at work or the need to plan for the 
evening meal), environmental factors (sunny vs. cloudy days), types of activities of daily
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living that are available for resident participation (playing Bingo vs. watching an old 
movie), and differences in the interactive skills of the caregivers.
R esid en t B e h a v io r  R a tin g  Sca le
The caregivers rated the residents' disruptiveness at the end of each one-hour 
audio-recorded session using a 10-point rating scale. The rating scale provided the 
caregiver’s point of view on how disruptive the resident was prior to and following the 
interactions, how much time was required to care for the resident participating in the 
study as compared to other residents, how easy or difficult was the resident to manage, 
and how much the caregiver enjoyed interacting with the vocally-disruptive resident 
(based on Beck et al., 1997). The purpose of the information collected from the rating 
scales was, first to determine if there were any significant differences between the 
caregivers’ perceptions of working with residents who were vocally-disruptive as 
compared to working with other residents. Second, the caregivers’ perceptions of 
working with residents who were vocally-disruptive were compared to data from the 
observed sessions.
The rating scales were completed once at the end of each one-hour observation 
period rather than after each caregiver/resident interaction. This was to avoid the risk of 
drawing extra attention to the study, causing any disruptions in the care-giving procedure, 
and to prevent the caregivers from simply not interacting with a resident to avoid 
completing the rating scale if it would have been required multiple times during the one- 
hour sessions.
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O p e n -e n d e d  Q u e stio n n a ire
The caregivers provided further information on their communicative interactions 
with the residents who participated in the study by providing written answers to six open- 
ended questions. This is an important component of qualitative research as it provides 
additional information necessary for understanding the observed interaction (Doehring, 
2002). The purpose of the information collected from the questionnaires was to evaluate 
the caregivers’ knowledge of working with individuals with dementia who were vocally- 
disruptive. The questionnaires were completed after all of the audio-recorded sessions 
had. been completed within a facility so not to bias the caregivers’ behavior regarding the 
form and content of the questions that they used while interacting with the residents.
C a re g iv er  D e m o g ra p h ic s
Twenty-eight of the thirty caregivers who participated in the study completed 
demographic profiles. The purpose of the data was to determine if there were any 
differences in the success of resident/caregiver interactions as a function of age, gender, 
ethnicity, education, employment status, experience working in the long-term care 
setting, or the amount of training that the caregivers had recuvec in caring for individuals 
with dementia.
Data Analysis 
O b se rv a tio n a l D a ta
The audio-recorded communicative interactions of the residents and their 
caregivers were transcribed for analysis. The caregivers’ utterances (independent 
variable) were categorized according to language form and content. The residents’ 
utterances were categorized according to the type of verbal behavior that followed the
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interactions with their caregivers (dependent variable). The aim was to determine whether 
there was significant difference in the success rate in decreasing the disruptive 
vocalizations of the residents as a function of the type and content of the questions used 
by the caregivers.
As stated, the independent variable was question type and content. To analyze the 
language form, the caregivers’ utterances were categorized as either statements or 
questions. Over 1400 caregiver utterances were recorded. Of these, 537 were questions, 
the focus of the study. The questions were categorized as yes/no, multiple choice, open- 
ended, clarification, or repetition. The multiple-choice questions were discarded due to 
low incidence (there were only 3), and the repetitions were removed, as they were simply 
duplications. Next, the caregivers’ questions were classified as containing references to 
emotional memories as compared to no references to emotional memories. Questions 
were classified as emotional if they contained language that might theoretically access 
emotional memories. This included questions such as “Did your daughter, Amy, visit you 
today?” or “Would you like to watch the Lawrence Welk show on TV tonight?”
Questions were classified as non-emotional if they did not contain references to persons, 
events, topics, or items that would evoke emotional memories (i.e., “Did you have any 
visitors today?”). The investigator’s notes were used to determine if there were any non­
verbal communicative actions or environmental circumstances that augmented the 
'linguistic portion of the interaction (e.g., caregiver’s tone of voice, pointing at a familiar 
picture, holding a cup of coffee). Table 1 summarizes the classification system.
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Table 1. Classifications of the Form (Emotional and Non-emotional) and Content (Type 








The transcribed data were analyzed to determine if there were changes in the 
residents’ disruptive vocalizations following interactions with the caregivers. The 
residents’ verbalizations, before and after caregiver interactions, were compared and 
assigned to one of three categories. The interactions were classified as resulting in 
decreased disruptions if the residents were calm and interacted appropriately following 
interactions with the caregivers (e.g., caregiver to crying resident: “You have your 
dancing shoes?” with the resident responding: “Got them on!”). For the second category, 
the interactions were classified as resulting in no change in disruptions if the residents 
continued to use the same disruptive vocalizations following the interactions with the 
caregivers (e.g., caregiver to resident who is refusing a sandwich “Do you want some 
yogurt?” and the resident responds repetitively, “Will you help me?”) For the third 
category, the interactions were classified as resulting in an increase in disruptive 
vocalizations if the residents increased the volume of their response or if the residents
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showed signs of increased agitation. Only five questions (1%) resulted in an increase in 
disruptive vocalizations and thus, were discarded from the study. The dependent variable 
was the residents’ vocalizations. Chi Square analyses were used to determine if there was 
an effect on the disruptive vocalizations of the residents as a result of the language form 
and content of the caregivers’ questions. Spearman’s correlations were used to determine 
if there were any relationships between the caregivers’ success in decreasing disruptive 
vocalizations and the caregivers’ demographic variables.
The original intention was to have another individual perform analysis on 20% of 
the resident/caregiver interactions to improve the reliability of the study. The results 
would have been compared to the investigator’s classifications of the caregivers’ 
questions and the residents’ disruptive behaviors. This proved to be impractical for 
several reasons. First, it would have been necessary for the second individual to listen to 
the audio-recordings for verbal cues such as volume and pitch of both the caregivers and 
the residents (i.e., determining the difference between a statement and a question and 
judging changes in the residents’ disruptions). Therefore, the audio-recording needed to 
be reviewed within a reasonable time frame following the observed sessions. Within each 
facility, the sessions took place in an area where approximately ten residents resided. 
Identification of the utterances of the residents and caregivers who were participating in 
the study as compared to the utterances of other residents or a caregiver interacting with 
other residents was initially difficult and became more difficult as time lapsed and other 
sessions were completed. It was necessary for the investigator to transcribe and classify 
the resident/caregiver interactions within several days of the session. Second, non-verbal 
components such as facial expression and contextual cues would not be available to the
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second researcher. Additionally, in order to incorporate non-verbal components, it would 
be necessary for the second individual to have background information on each of the 
residents (i.e., previous employment, family dynamics, favorite foods and activities).
R e s id en t B eh a v io r  R a tin g  S ca les
The first two questions of this rating scale addressed the caregivers' perceptions 
of the residents’ level of disruptiveness. The caregivers used ratings, between 1 = out of 
control and 10 = stopped vocalizations, to assess the residents’ level of disruptiveness 
prior to and following the interactions that took place during a one-hour sessions. These 
data were used for comparisons of the caregivers’ perceptions of change and the actual 
change in disruptive vocalizations according to the audio-recorded data from the 
observed sessions. The other questions addressed the caregivers’ ratings of the time 
required by the resident (1 = excessive to 10 = same as other residents), manageability of 
the resident (1 = not able to manage to 10 = no difficulty in management), and enjoyment 
of the communicative interactions with the resident (1 = absolutely none to 10 = same as 
other residents in the unit). The caregivers’ responses to the questions were analyzed to 
determine if the caregivers perceived any differences in working with the residents who 
were vocally-disruptive as compared to working with other residents with a diagnosis of 
dementia.
O p e n -e n d e d  Q u e stio n n a ire
The caregivers’ responses to the open-ended questionnaire were analyzed for 
patterns in the caregivers’ knowledge of disruptive vocalizations, the reason that the 
individuals with dementia were using the disruptions, the type of responses that the 
caregivers believed to be successful (e.g., special words, sentences, or actions), and
finally, any expectations or ideas of how the residents would respond to the caregivers' 
attempts to communicate with the residents following episodes of disruptive behaviors. 
The data collected from this questionnaire were compared to the researcher's analytic 
interpretation of the resident/caregiver observed interactions to improve the validity of 
the study and to develop the format for future studies in the area of techniques to improve 
the communicative interactive skills of caregivers.
D e m o g ra p h ic  P ro file s
Demographic information of the ten residents was obtained from medical chart 
reviews. Information included the resident’s age, gender, ethnicity, medical diagnosis 
(including types of disruptive behaviors), current medications, and length of stay in the 
facility (must have been more than 3 months).
Twenty-eight of the thirty caregivers provided demographic information which 
included age, gender, ethnicity, education, employment status, years of experience, and 
the amount of training they had received in caring for individuals with dementia. This 
information was analyzed for patterns in style and success of communicative interactions 





The results of the study will be divided into five sections: (1) participants in the 
study, (2) types of questions used by caregivers, (3) content of the caregivers’ questions 
(emotional references vs. no emotional references), (4) changes in the residents’ 
disruptive vocalizations as a function of the caregivers’ language, and (5) caregiver 
questionnaires: reports of working with individuals with dementia following disruptive 
vocalizations.
Participants in the Study
Table 2. Numbers of Residents and Caregivers Participating in the Study and Hours of 
Observation.
Facility Residents Caregivers Hours of observation
A a 7 5
B 3 8 6
C 4 15 8
Total 10 30 19
Table 2 shows the number of residents of the long-term care facilities, caregivers, and 
hours of observation in each facility along with totals for each. Three residents in each of 
two facilities participated in the study, and four residents from a third facility participated
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in the study. A total of 12 residents were recruited for the study, but data were not used 
from observations of two residents, as they were either not disruptive during either of the 
observed sessions, or no caregivers interacted with them when they were disruptive. 
Additionally, one resident did not display any disruptive vocalizations or interactions 
with the caregivers during one of the audio-recorded sessions. Therefore, data analysis 
included nine residents who were observed for two 1-hour audio-recorded sessions and 1 
hour of observation for one resident, resulting in a total of 19 hours oobservation.
R e s id en t C h a ra c te r is tic s
Medical chart reviews provided demographic information on the residents (See 
Appendix A). All ten of the residents who participated in the study were Caucasian, and 
nine were females and one was male. The 10 residents ranged between the ages of 81 and 
97 years { M -  89, S D  = 5.6). All of the residents had a diagnosis of dementia. Medical 
histories of 6 of the residents reported probable Alzheimer’s disease, and the remaining 4 
reported Alzheimer type characteristics as defined by the DSM-IV (1994) including 
behavioral disturbances, depression, confusion, and brain syndrome. The MMSE (Mini- 
Mental State Examination) (Folstein et al., 2001), used to identify cognitive ability 
(orientation, recall for words, attention, language and praxis), was administered to each 
resident following completion of their observed sessions. The scores on the MMSE 
ranged from 4 to 14 out of a possible score of 30 (M =  9.2, S D  = 3.3; see Appendix A). 
One resident had a score of 14 and three of the residents had scores of 12, which are 
classified on the MMSE as having moderate cognitive impairments. The scores of 6 
residents ranged between 4 and 10 and were classified as a severe cognitive impairment. 
All residents were classified at Level 6 on the GDS (Global Deterioration Scale,
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Reisberg, 1983). At this level, the individual is considered to have a severe cognitive 
decline and is classified as having Moderately Severe Dementia. This was evident as the 
residents in this study were unaware of recent events and temporal information (e.g., 
year, season), required assistance with activities of daily living, and experienced 
difficulties with incontinence. Retained cognitive skills at Level 6, which were evident in 
these residents, included knowledge of their past lives, ability to travel to familiar 
locations (e.g., move from the facility dining room to their room), and the ability to recall 
their own name and distinguish familiar from unfamiliar individuals in their environment. 
According to Reisberg (1983), at this level personality and emotional changes occur 
including delusions, anxiety, agitation, and violent behavior. The types of verbally 
disruptive behaviors reported in the residents’ medical histories included repetitive 
questioning (eight residents) and verbal abuse (two residents).
C a re g iv er  D e m o g ra p h ic  In fo rm a tio n
Caregiver demographics included in the study were age, gender, ethnicity, 
education level, employment status, years of experience, and amount of training in caring 
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Age of Caregivers
Employment
□  Nursing Assistant
□  LPN 
pother
Figure 1. The Number of Caregivers in Each Age Range (in Years) and Employment 
Status.
Figure 1 summarizes the ages of the caregivers and their employment status, 
which included Licensed Practical Nurses (LPN), Nursing Assistants (NA), and Other 
(Unit Coordinator, Therapeutic Recreation and Housekeeping). Two of the 30 caregivers 
were not available to provide this information. The greatest number of caregivers (12) 
was between the ranges of 16-25 years (43%). Ten caregivers within this age range were 
Nursing Assistants and two were Therapeutic Recreational Assistants.
The next highest number of caregivers (8) was in the age range of 26-35 years 
(27%). Employment status of the caregivers within this age range included two LPNs, 
four Nursing Assistants, one Therapeutic Recreational Assistant and one staff member in 
housekeeping (all long-term care staff are expected to interact with the residents).
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Only one caregiver, an LPN, was between the ages of 36 and 45 years. A 
Dementia Unit Coordinator, two LPNs, and two Nursing Assistants were between the 
ages of 46 and 55 years. Two LPNs were between the ages of 56 and 65 years and no 
caregivers were 66 years or older.
Twenty-three females and 5 males completed the demographic profiles. Twenty- 
four caregivers identified themselves as Caucasian, two caregivers identified their 
ethnicity as African American, and two caregivers identified their ethnicity as “other.” 
No caregivers identified themselves as Latino/Hispanic, Native American, or Asian.
Level o f Education of the Caregivers
Figure 2. The Number of Caregivers at Each Level of Education and Employment 
Status.
Figure 2 shows that the level of education for 71% of the caregivers was some 
college but not completing a bachelor’s degree. The types of education in this category 
included Associate of Arts/Science, Therapeutic Recreational Assistant, and Licensed
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Practical Nursing degrees. The seven Licensed Practical Nurses in the study were in this 
group in addition to ten of the Nursing Assistants, two Therapeutic Recreational 
Assistants, and a Dementia Unit Coordinator. Four caregivers had bachelor's degrees, 
with three of them working as Nursing Assistants. The additional caregiver with a 
bachelor’s degree (Therapeutic Recreation) worked as a coordinator of therapeutic 
activities in the dementia unit. The category of high school consisted of three Nursing 
Assistants and a caregiver who worked in housekeeping.
Years o f Experience in Position
Figure 3. The Years of Experience of the Caregivers.
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The amount of caregiver experience in their present position rang 
months to 36 years (A/ = 5.7, S D  = 7.7). As shown in Figure 3, the greatest number of 
caregivers (20) had less than four years of experience in their present position (see 
Appendix C). A Dementia Unit Coordinator had worked in the position for 5.5 years. 
Four caregivers had worked for eight years, one Nursing Assistant had worked for 10 
years, and two LPNs had worked in their present positions for 26 and 36 years 
respectively.
Amount of Training in Dementia
Figure 4. The Number of Caregivers at Each Level of Training.
The final demographic question asked the caregivers the amount of training they 
had received in working with individuals with dementia. The responses followed some 
general lines of division and were divided into three categories: at least 6 hours,
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approximately 3 hours, and little or no training in dementia care. As shown in Figure 4, 
the greatest number of caregivers (12) was in the middle category (approximately 3 hours 
of training). Eight caregivers were assigned to the category of extensive training (at least 
6 hours) and the other eight caregivers were assigned to the lowest category (little or no 
training).
Types of Questions Used by the Caregivers 
The ten residents interacted with 30 caregivers during 19 hours of audio-recorded 
sessions. Since multiple caregivers are assigned to work with a group of residents, it was 
possible for a caregiver to interact with more than one of the residents who participated in 
the study. Thus, conversational data were collected more than once for 12 of the 30 
caregivers. Eight caregivers interacted with a resident during two sessions, one caregiver 
interacted during three sessions, two caregivers during four sessions, and one caregiver 
interacted with a resident during five of the sessions. The remaining 18 of the 30 
caregivers interacted with a resident during one session. Within the 19 hours of 
observation, these communicative interactions resulted in the 30 caregivers using 879 
statements and 570 questions. Of the 570 questions, 349 were of the yes/no format. 
Previous studies have shown that the use of questions and more specifically yes/no 
questions, is a communication strategy used by caregivers in response to problematic 
vocalizations and is the most successful at preventing communication breakdowns when 
interacting with individuals with dementia (Small et al.; 2003 & Toner et ah, 2003).
Thus, the questions and more specifically the yes/no questions were the focus of this 
study.
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Table 3. Types, Numbers, and Examples of Questions Used by the Caregivers.
Question type Number of 
questions
Examples
Yes/no 349 Do you want some applesauce?
Open-ended 133 What do you want to eat?
Clarification 60 Are you done? -  Are you done eating?
Repetition* 25 Are you done? -  Are you done?
Multiple Choice* OJ> Would you like applesauce or vanilla pudding?
Total 570
*Note: The 25 repetitions and 3 multiple choice questions have been excluded from the 
study as noted in the text.
Open Ended Repetition
Types of Questions
Figure 5. The Numbers of the Five Types of Questions Used by the Caregivers.
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The 570 questions were categorized as yes/no, multiple choice, open-ended, 
clarification or repetition. Table 3 and Figure 5 show the number of times that each type 
of question was used. Table 3 also provides an example of each type of question used by 
the caregivers. A question was categorized as a yes/no question if it only required the 
resident to agree or disagree with the language content (i.e., yes or no). A question was 
categorized as a multiple-choice question if it provided two or more choices from which 
the resident could choose a response. The open-ended questions required the resident to 
formulate responses of their own. A question was categorized as a clarification if the 
caregiver revised a previous question for better understanding. Twenty-five questions 
were determined to be exact repetitions of the previous question and excluded from the 
study, as their language content had already been analyzed with the first production. The 
three multiple choice questions were removed from the study due to their low incidence, 
decreasing the total number of questions to 542.
Content of the Caregiver’s Questions 
(Emotional References vs. No Emotional References)
As indicated by previous studies (Arntz et ah, 2005; Bucks & Radford, 2004; 
Dolcos et ah, 2005; Kensinger et ah, 2004), individuals with dementia are able to access 
emotional memories. Therefore, another purpose of this study was to determine if the 
content of the question used by the caregiver would reduce disruptive vocalizations by- 
triggering emotional memories in the individual with dementia. More specifically, the 
study focused on caregivers’ use of the emotional references during their communicative 
interactions with the residents who participated in the study.
The caregivers’ questions (yes/no, open-ended, and clarification) were classified 
as emotional or non-emotional. A question was classified as emotional if it contained
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language that would access the emotional memories. Specifically, consideration was 
given to whether the caregiver’s communicative interactions activated any teelings 
related to past experiences of the resident. A question was classified as non-emotional if 
the content was neutral with no intention of accessing emotional memories.
Table 4. Examples of Yes/no Questions with Emotional (E) vs. Non-emotional (NE) 
Reference.
Emotional (E) Non-Emotional (NE)
Would you stay and have supper with me? Do vou want something to eat?
Do you want to dance? W 'uid ou wait here for me?
Can you drink this apple juice? Do you want something to drink?
How about some pudding? Do you want more?
It really looks summery, doesn’t it? Are you hot?
Do you have a favorite hat? Do you want something on your head?
Do you want to watch “The Price is Right”? Do you want to watch TV?
Table 4 provides examples of questions containing language that could potentially 
activate emotional memories for the individual with dementia and questions that do not 
contain any emotional references (non-emotional). Non-verbal communication displayed 
by the caregivers was also considered when categorizing the questions as emotional vs. 
non-emotional. “Do you want something to eat?” typically was not categorized as having 
an emotional reference unless the question was accompanied by a familiar food item for 
visual input. Additionally, research by Bucks and Radford (2004) noted that individuals 
with Alzheimer’s disease were able to recognize non-verbal emotional cues (i.e.
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happiness, sadness, anger, fear, and neutrality). Therefore, non-verbal cues such as the 
caregivers’ tone of voice and the ability to demonstrate their level of interest in 
interacting with the residents were considerations in categorization of the caregivers’ 
questions.
Table 5. Number of Emotional (E) and Non-emotional (NE) Questions Elsed by the 
Caregivers.
Typ * 'mestions Number of questions (%) Total
(E) NE
Yes/no 157(45%) 192 (55%) 349
Open-ended 34 (26%) 99 (74%) 133
Clarification 14(23%) 46 (77%) 60
Total questions 205 (38%) 337 (62%) 542
Numbers in parentheses in this and the following tables are percentages.
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350-1 Type of 
Questions
Q  Yes/no 
Ej  Open-ended 
£§3 Clarification
Content of Questions
Figure 6. The Number of Each Type of Question Categorized as Emotional or Non- 
emotional.
Tables 5 and Figure 6 summarize the distribution of the caregivers' questions with 
respect to type and emotional content. One hundred fifty seven (45%) of the 349-yes/no 
questions, 34 (26%) of the open-ended questions, and 14 (23%) of the questions used for 
clarification were classified as containing emotional references that could activate 
memories, and overall, 205 (38%) of the 542 total questions contained emotional 
references.
Changes in the Residents’ Disruptive Vocalizations as a Function of the Caregivers
Language
The residents’ responses following the caregivers’ communicative interactions 
were analyzed according to the residents’ level of disruptive behavior. The residents'
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responses were categorized as a decrease in disruptive vocalizations (resident was calm 
and interacted appropriately with the caregiver), an increase (increased volume or signs 
of increased agitation), or no change in disruptive vocalizations (continued to use the 
same disruptive vocalizations).






No Change in 
DV (%)
Total
Yes/no 139 (89%) 18(11%) 157
Open-ended 22 (65%) 12(35%) 34
Clarification 13 (93%) 1 (7%) 14
Total 174 (85%) 31 (15%) 205
N o te : no questions with emotional references resulted in increased DVs.
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1001
Types of Emotional Questions
Figure 7. Percent of Change in the Residents’ Disruptive Vocalizations Following Each 
Type of Caregiver Question with Emotional References.
Table 6 and Figure 7 show the relationship between the question type and 
disruptive vocalizations for questions with emotional references. Yes/no questions were 
89% successful at decreasing disruptive vocalizations, open-ended questions were 65% 
successful, and clarifications were 93% successful. Overall, 85% of the emotional 
questions were successful at decreasing disruptive vocalizations in comparison to 15% of 
the emotional questions resulting in no change in the residents’ level of disruptive 
behavior.
As a comparison to the changes in disruptive vocalizations following emotional 
and non-emotional questions, Table 7 and Figure 8 provide the relationship between the 
question type and disruptive vocalizations for questions with no emotional references.
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No Change in 
DV (%)
Total
Yes/no 121 (64%) 68 (36%) 189
Open-ended 30(31%) 67 (69%) 97
Clarification 17(37%) 29 (63%) 46
Total 168 (51%) 164 (49%) 332
N o te : The 5 questions resulting in an increase in disruptive vocalizations have been 






Types of Non-Emotional Questions
Figure 8. Percent of Change in the Residents’ Disruptive Vocalizations Following Each 
Type of Caregiver Question With no Emotional References.
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As shown in Table 7 and Figure 8, decreases in disruptive vocalizations followed 
64% of the non-emotional yes/no questions, 31% of the open-ended questions, and 37% 
of the questions used for clarification. Overall, 51% of the questions with no emotional 
references were successful in decreasing disruptive vocalizations, with 49% resulting in 
no change in the residents’ behavior.
Two major patterns emerge from this data. First, all types of questions with 
emotional references were more successful in decreasing the residents’ disruptive 
vocalizations than questions with no emotional references (comparison of Tables 6 & 7). 
A decrease in the residents’ disruptive vocalizations occurred more often following 
questions with emotional references than following caregiver questions that contained no 
emotional references (85% vs. 51%, respectively). A Chi-square analysis indicated that 
this difference was highly significant, X 2( \ , N =  107) p  = < .000.
Second, yes/no questions were more effective than other types of questions in 
decreasing disruptive vocalizations. A decrease in the residents’ disruptive vocalizations 
occurred significantly more often following yes/no questions (overall 75% successful) 
than following other types of questions (overall 43% successful). A Chi-square analysis 
indicated that this difference was highly significant, X 2 (2, N  = 1079 P ~  < -001.
Caregiver Questionnaires
The caregivers completed two questionnaires related to their interactions with the 
residents (see Appendix. D: Resident Behavior Rating Scale and Anpendix E: Open- 
ended Questionnaire for Caregivers of Dementia Residents). The purpose of the 
questionnaires was to gain a better understanding of the caregivers’ perceptions of the 
effect of their interactions with the residents.
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Q u e stio n n a ire  1: R e s id e n t B e h a v io r  R a tin g  S ca le  
The completion rate of the Resident Behavior Rating Scale was 80% as the 
caregivers were available to complete the questionnaire after only 40 of the 50 
resident/caregiver interactions. Fable 8 lists the content of the 5 items used in the first 
questionnaire and the type of rating scale used for the responses. A score of “1” was the 
most negative and “10” represented the most positive score.
Table 8. Questionnaire 1: Items and Rating Scales.
Item
1. Level of disruptiveness p r io r  to 
interaction
2. Level of disruptiveness fo l lo w in g  
an interaction
3. Caregiver time required by the 
resident
4. Manageability of the resident
5. Enjoyment of the communicative 
interaction
_____________ Scale_____________
1 = out of control, 10 = stopped 
disruptions
1 = out of control, 10 = stopped 
disruptions
1 = excessive, 10 = same as other 
residents
1 = not manageable, 10 = no difficulty 
1 = none, 10 = same as other residents
I te m s  1 a n d  2: C a re g iv er  P e rce p tio n s  o f  L e v e l o f  D isru p tiv e n ess
The purpose of items 1 and 2 was to determine if the caregivers felt that there was 
a difference in the residents' disruptive behaviors following the caregivers’ attempt to 
communicate with the residents. The caregivers were asked to rate the residents’ behavior 
prior to and following the communicative interactions that had taken place during the 
one-hour observation that had just been completed. The scale ranged from a rating of 1 = 
the resident was out of control to a rating of 10 = the resident stopped the disruptive
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vocalizations. The first question asked for the caregiver’s rating of the resident’s 
disruptive vocalizations prior to the communicative interactions. The caregiver responses 
on this question ranged between ratings of 2 and 10 (M =  7.08, S D  = 2.74). The second 
question asked for the caregiver’s rating of the resident’s disruptive vocalizations 
following the communicative interactions. The caregiver responses on this question also 
ranged between ratings of 2 and 10 ( M -  7.18, S D  = 2.89). When the caregivers 
responded with the same number (rank) on items 1 and 2, this meant that they perceived 
that the level of disruptiveness was unchanged. Otherwise, any change in rating was 
considered as indicating an increase or decrease in disruptive vocalizations. Even though 
the caregiver responses entailed a wide range of numbers, the means, medians, and 
modes were very close. This indicates that overall the caregivers did not perceive a 
significant change in the residents’ level of disruptive behaviors during the one-hour 
observations.
Table 9. Comparison of Observed Data and Caregiver Report in Changing Disruptive 
Vocalizations (DV).
Type of data Decreased DV % Increased DV % No Change in DV %
Observed data 64 <1 36
Caregiver report 27.5 20 52.5
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Change in DV
Figure 9. A Comparison of Decreased Disruptive Vocalizations (DV), Increased DV or 
No Change in DV From the Analysis of the Observed Data and the Caregiver 
Report on Items 1 and 2.
The information regarding caregiver perceptions of disruptive vocalizations was 
compared to data from the observed sessions using all types of questions used by the 
caregivers since the caregivers were rating the entire hour of interactions on the Resident 
Behavior Rating Scale. Table 9 and Figure 9 compare the data from the caregivers’ 
perceptions with the observed data. The observed data shows a caregiver success rate of 
64% in decreasing disruptive vocalizations using all types of questions. In contrast, using 
the Resident Behavior Rating Scale, the caregivers reported decreased disruptive 
behaviors as occurring only 27.5% of the time. Also, the caregivers reported increases in 
disruptive behaviors 20% of the time as compared to less than 1% revealed by analysis of 
the observed data (removed from the study). The caregivers reported no changes in
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disruptive behavior 52.5% of the time as compared to the observed sessions’ report of 
36% of the interactions resulting in no change in the residents’ disruptive vocalizations.
In summary, these comparisons indicate a difference between the actual result of 
the caregivers’ interactions and what they perceive to be happening. Overall, the 
caregivers are more successful in decreasing disruptive vocalizafons and the residents’ 
disruptive vocalizations do not increase as the caregivers perceive.
Item s 3, 4, & 5
Item 3 required the caregivers to consider the time they spent caring for the 
vocally-disruptive residents as compared to the amount of time required by non- 
disruptive residents. On the scale, a rating of one was given if the caregiver felt that the 
resident required an excessive amount of their time and could be rated as high as ten if 
the resident required the same amount of time as the other residents. The caregiver 
ratings on this item ranged from a rating of two indicating a high amount of time required 
by the residents to a rating of ten (M =  7.13, S D  = 2 .99; see Appendix F). Only one-third 
of the caregiver reports (13/40) resulted in a rating of 10 (same amount of time required 
as other residents).
Item 4 on the questionnaire required the caregivers to give an indication of their 
ability to manage the residents (1 = not able to manage and 10 = no difficulty in 
management). The caregiver responses ranged from ratings of one to ten ( M  = 6.95, S D  = 
3.31). Only 30% of the caregiver reports gave the residents the most positive score of 10 
(no difficulty in management of the resident). This indicates that most of the caregivers 
perceived some difficulty in the management of vocally-disruptive residents as compared 
to caring for the other residents.
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The fifth and final item on the questionnaire required the caregivers to rate their 
level of enjoyment when interacting with the residents participating in the study as 
compared to non-disruptive residents (1 = absolutely none and 10 = same as other 
residents). The caregiver responses ranged from one to ten (M =  7.72, S D  = 3.06). 
However, 21 of the 40-caregiver/resident interactions resulted in a rating of 10 (same 
enjoyment as when interacting with the other residents) on this question. These scores 
indicated that the caregivers felt that caring for residents who are vocally-disruptive was 
not as enjoyable as interacting with non-disruptive long-term care residents.
Q u e stio n n a ire  2: O p e n -e n d e d  Q u estio n n a ire  
fo r  C a re g iv ers  o f  D e m e n tia  R es id en ts
The caregivers completed a second questionnaire consisting of six open-ended 
questions concerning their perception of working with the residents who were vocally- 
disruptive. The purpose of this questionnaire was to obtain more in-depth information 
regarding the caregivers’ knowledge regarding the inclusion of specific language and 
their perceptions of what was taking place during the communicative interactions.
This questionnaire required more of the caregivers’ time than the first 
questionnaire and was finished only after all observations within a facility had been 
completed. Two of the 30 caregivers participating in the study were not available at the 
end of the observations within their facilities to complete the questionnaires.
56
Table 10. Open-ended Questions Completed by the Caregivers.
1. Identify the type of disruption used by the resident: inappropriate verbalizations,
loud talk, loud singing, cursing, disruptive talk, chatting, mumbling, yelling, 
groaning, howling or sighing, other___________
2. In your opinion, what causes the resident to attempt communicating in the manner 
that you indicated in the question above?
3. How do you respond to the resident following their attempt to communicate? 
Please try to give some examples.
4. Do you try using any special words, sentences, or actions? If so, please try to 
provide .arnples.
5. Do you feel that certain words, sentences or actions are more successful than other 
types of interactions when you are working with the disruptive resident?
6. Do you have any expectations or ideas of how the resident will respond to you?
Table 10 provides a list of the questions and Appendix E contains the 
questionnaire that was completed by the caregivers. Item 1 of the questionnaire required 
the caregivers to identify the residents’ attempts to communicate through disruptive 
vocalizations and item 2 requested the probable cause for the disruptions. Items 3, 4, and 
5 addressed the caregivers’ interactive styles by listing special words, sentences, or 
actions that they used during interactions with the resident. On the last item, the 
caregivers were asked to describe the type of responses that they expected from the 
residents. The information from this questionnaire indicated that most of the caregivers 
have the awareness of disruptive vocalizations, approximately one-half of the caregivers 
had expectations of the resid . ’ behaviors, and the caregivers who were most
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successful at decreasing disruptive vocalizations most often reported using language 
containing references to past memories.
Item  1: T ype o f  D isru p tio n  U sed  b y  the R es id en t
The purpose of the first item was to assist the caregivers in focusing on the 
disruptive vocalizations of the residents participating in the study. The descriptive terms 
for vocal disruptions were taken from Cohen-Mansfield and Werner’s (1997) Typology 
of Vocalizations describing the types of sounds that are characteristic of vocally- 
disruptive behavior made by an individual with dementia. The caregivers identified 
yelling (14), disruptive talk (14), inappropriate verbalizations (10), and loud talk (9) as 
the major types of disruptions experienced by the residents who participated in the tudy. 
Cursing (3), chatting (3), howling (3), mumbling (2), loud singing (1), groaning (1), and 
sighing (1) were identified as disruptive characteristics less often. In the classification of 
’‘other,” caregivers had written repetitions (4), crying (1), disoriented talking (1), and 
name-calling (1) as descriptions. Characteristics listed in the residents’ medical histories 
(i.e., medical chart review) included repetitive questioning (8 residents) and verbally 
abusive (2 residents). The caregiver reports were consistent with the disruptive behaviors 
noted during the audio-recorded sessions.
Item  2: C a u se  o f  the  R e s id e n ts ' A tte m p t to  C o m m u n ica te
The second question investigated the caregivers’ perception of the cause of the 
disruptive vocalizations. Table 11 provides examples of the caregivers’ descriptions of 
the residents’ reason for attempting to communicate.
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Table 11. Examples of the Caregiver Descriptions of the Residents’ Reason for 
Attempting to Communicate.
® Confused, not knowing where they are at, feels lost, why aren’t they at “home”
• Agitated, feeling that needs are not met
» Needs attention, needs someone to listen, wants to go for a ride in wheelchair 
« Boredom, lonely, afraid, doesn’t like to be alone
• Worried about “loved ones,” family members
• Wants to go to bed
• Wants to go to the bathroom
• Disease process, decreased cognitive skills
Identifying the residents as being “confused” was  ̂frequent response to this 
question. Other commonly-used terms included lost, fearful, worried about self or family, 
sad, lonely, tired, wanting to go to bed or to the bathroom.
I te m  3: C a re g iv er  R esp o n se  to  R e s id e n ts  ’ C o m m u n ica tio n  A tte m p t
The remainder of the questions required the caregivers to think about their own 
interactive styles. Item 3 asked the caregivers to think broadly about their style of 
communication.
59
Table 12. Examples of Responses That the Caregivers Reported Using Following the 
Residents’ Disruptive Vocalizations.
• Offer reassurance: “Your daughter is teaching school.” “I can give you a ride 
home when my car comes back from the shop.”
• Use distraction/redirect: give the resident a ride in wheelchair, offer water, taik 
about something different, do a little dance to make her laugh
• Give attention. Short 1:1, sometimes she just wants to talk to someone, so I will 
sit down & chat with her. Listen and let her lead the conversation if she can.
• Ask short questions: “Are you in pain”, “Is this something we can talk about.”
• Validate feelings and concerns. Tell her that her family is safe & doing fine.
• Kneel down to her level, physical touch to the arms and hands. Apply nail polish 
or lotion. Use eye contact and facial expressions.
• Not really, mostly ineffective. No. You just have to let her be.
The caregivers’ reports on the types of communicative responses that they used 
most often included providing reassurance, using distraction or redirection, giving the 
residents attention, asking short questions, validating the residents’ feelings, and 
providing personal attention in eye contact, facial expression and through physical touch. 
Table 12 provides some examples of these responses.
I te m  4: C a re g iv e r  U se o f  S p e c ia l W ords, S en ten ces , o r  A c tio n s
Item 4 required the caregivers to be more focused on specific language form and 
content that they used while interacting with the residents.
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Table 13. Examples of Special Words, Sentences, or Actions Reported by the Caregivers.
® Offer reassurance: we will take care of you, your family will come when they can, 
your family knows where you are, everything is ok, you are safe.
« Remain positive, calm, and pleasant, use a happy, nice voice with a smile on the 
face, wave, say hi or smile.
• Touch or hug the resident, offer something special they want (a movie, dancing), 
offer snacks, and compliment her hair.
• Give full attention; use validation techniques where I go into the world/reality in 
her mind not in ours. Talk about resident’s children; ask specific questions about 
raising children. Ask for their opinion on various topics. Mention people they 
know (family members and old neighbors).
• Use as few words as possible, direct statements. Speak a few words in a different 
language.
Responses to this item were similar to item 3. Examples are shown in Table 13. 
Offering reassurance and validation of the residents’ feelings were the most common 
responses to this question. The caregivers’ responses indicated an awareness of the 
necessity of using both verbal and non-verbal communication skills such as eye contact, 
smiling, and talking about things that are interesting to the resident (family/friends, home 
town, and dancing, specific food/drink items). However, when caregivers were asked 
about a resident’s personal history (family, previous employment of self or spouse, home 
town) during the observation sessions, this information was not consistently known by all 
of the caregivers. This indicated that communicating through the use of personally 
relevant information was not always implemented. Additionally, two caregivers answered 
no to this item.
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Item  5: W ords, S e n te n c e s  or A c tio n s  u se d  b y  th e  C a re g iv ers  th a t w ere  M o re  S u c c e ss fu l  
The purpose of item 5 was to determine if the caregivers had an awareness of 
successful communicative strategies that contained emotional references pertinent to the 
specific resident. Table 14 provides examples of the caregivers’ report of certain words, 
sentences or actions that were more successful when working with the disruptive 
residents.
Table 14. Examples of More Successful Communicative Interactions.
*>
Validation vs. reality orientation. Must go where the resident is at.
Be patient & put aside a few minutes to calm them down.
Soothing voice, calm manner, eye contact, humor.
Keep their mind off what made them agitated, redirect, talk about flowers. 
Some words sound more familiar and caring, then they trust you.
Tell her that her son or daughter would like her to do something.
Use her name or simple words in Spanish.
Get to know specific residents’ backgrounds.
Offer a snack or coffee.
The caregivers reported using validation, patience, one-on-one attention, a 
soothing voice, calm manner, eye contact, and humor. Communication techniques 
(emotional referencing) reported by the caregivers that lend themselves to accessing 
emotional memories included validation of the resident’s choice of topic, mentioning 
specific information from the resident’s background such as names of family members or
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hometown, using favorite terms from another language, and offering snacks or drinks that 
have a comforting feeling related to the past (i.e., coffee).
Item  6: E x p e c ta tio n s  o r  Id ea s  o f  H o w  the R es id en ts  W o u ld  R e sp o n d
The purpose of item 6, the final question, was to investigate the caregivers' ability 
to formulate communicative interactions with the intent of changing the residents' 
disruptive behaviors (i.e., expectations of how the resident would respond). As with items 
3, 4, and 5, this item indirectly focuses on the caregivers’ language content (i.e., 
emotional vs. no emotional references).
Table 15. Examples of How the Caregivers Expect the Resident to Respond.
Indicating expectation of response Indicating no expectation
Decreased anxiety, fear and 
disruption, if even for a short time 
when consistently using responses we 
have learned to be appropriate for a 
particular client.
Depending on how I feel today or who I am 
working with will mostly determine that. 
Most of their attitudes & behaviors are a 
reaction to us!
Many times calm. Client is unpredictable.
Client always responds calmly & 
respectfully.
Depends on how she’s feeling or her mood.
I expect the resident to respond to me. It changes daily.
Will calm after needs are met. I try to go with the flow of things.
The behavior will quit or at least 
lessen.
I don’t have any idea how they will react to 
anything. Each day is different.
The responses to this item were mixed in nature as shown in Table 15, ranging 
from feeling confident that the residents would react positively to the interactions to some 
caregivers believing that it did not matter how they interacted with the residents.
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Variables guiding the residents' responses to the caregivers included the residents’ mood 
and unpredictability of the reside” ?s. Interestingly, one caregiver felt that the result of the 
interaction depended on how he/sbe felt that day, as most of th residents’ attitudes and 
behaviors are a reaction to the caregivers.
In summary, the purpose of this questionnaire was to obtain ^ore in-depth 
information regarding the caregivers’ knowledge on the inclusion of specific language 
and their perceptions of what was taking place during the communicative interactions. 
Overall, the caregivers were able to identify disruptive vocalizations and provide a 
probable cause for the disruptions. Further, through the caregivers’ responses, some of 




Individuals in the later stages of dementia are known to use disruptive 
vocalizations as the most common form of attempted communication. The inability to 
access words stored in long-term memory causes the individual to resort to disruptive 
vocalizations in an attempt to communicate. The caregivers are challenged to determine 
what kinds of communication will mitigate these disruptions. Previous studies have 
reported that individuals with dementia are able to access words stored in long-term 
memory through the activation of the emotional memory lane and have the ability to 
comprehend emotional components of communication (Arntz et ah, 2005; Bucks & 
Radford, 2004; Dolcos et ah, 2005; Forsti, 2000; Kensinger et ah, 2004; Magai & Cohen, 
1998; Magai et ah, 1997; Magai et ah, 2002). Therefore, it is important to know if 
caregivers are incorporating emotional triggers into their communicative interactions. In 
theory, these triggers will stimulate the individuals’ with dementia access to their 
memory and the ability to recall words in order to appropriately respond during 
conversation and thus, decrease disruptive vocalizations. Previous research therefore has 
recommended continued study of the impact of emotional stimuli for individuals with 
dementia (Baker, 1996; Finnema et ah,2000; Kensinger et ah, 2004; Magai et ah, 2002).
The primary reason for this study was to determine if the communicative 
interactions of individuals in the later stages of dementia could benefit, through decreased 
disruptive vocalizations, from their caregivers using language that would assist the
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individuals with dementia in gaining access to emotional memories that had been 
developed throughout a lifetime of experiences. The focus of the study was to determine 
the effect of the use of questions that contain references to emotional memories to 
decrease the disruptive vocalizations produced by the individuals with dementia in an 
attempt to communicate their needs. The study determined that: (1) caregivers used more 
yes/no questions than open-ended, clarification, or multiple-choice questions, (2) all 
types of emotional questions were more effective than all types of non-emotional 
questions in decreasing disruptive vocalizations, (3) yes/no questions were more effective 
than other types of questions in decreasing the residents' disruptive vocalizations, (4) 
emotional yes/no questions were the most effective means of decreasing disruptive 
vocalizations, and (5) the caregivers who were the most successful at decreasing 
disruptive vocalizations showed a greater knowledge of the importance of accessing 
emotional memories in individuals with dementia.
Types of Questions Used by the Caregivers 
The first major finding was that caregivers used more yes/no questions than open- 
ended, clarification, multiple-choice, or repetitions. Thirty caregiveis used 537 questions 
during nineteen hours of observation while interacting with vocally- disruptive residents. 
64% of these questions were of the yes/no format as compared to 25% being open-ended 
questions and 11% of the questions used for clarification. In 1997, Tappen et al. found 
that caregivers used twice as many closed-ended (yes/no, multiple choice) as open-ended 
questions when conversing with individuals in the middle and late stages of dementia. 
The authors suggested that the caregiver’s use of closed-ended questions may be more 
helpful to the individual with dementia, especially when completing activities of daily
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living (i.e., “Do you want to go to bed?” or “Do you want to wear the green shirt?” vs. 
“What do you want to do?” or “What do you want to wear?”). Additionally, in 2003, 
Small et al. identified the yes/no question format as one of the strategies used by 
caregivers of individuals with Alzheimer’s disease (other strategies: eliminate 
distractions, approach slowly, use eye contact, simple sentences, one question, 
paraphrase, and don’t interrupt). The authors reported that the caregivers used twice as 
many closed-ended questions as open-ended questions.
The Effect of Emotional Content on Disruptive Vocalizations 
The second finding was that all types of emotional questions were more effective than 
non-emctional questions in decreasing disruptive vocalizations. Of the 537 total 
questions used by the caregivers, 38% were classified as having emotional co.vent and 
62% were classified as non-emotional. The emotional questions resulted in a decrease in 
the residents’ disruptive vocalizations 85% of the time. In comparison, the non-emotional 
questions resulted in decreased disruptions only 51% of the time. These findings are 
consistent with studies in the area of dementia reporting that the activation of emotional 
memories is retained in individuals with dementia. This enables them to recall the 
appropriate words for successful communicative interactions. In a study by Magai et al. 
(2002), the caregivers of individuals with dementia in long-term care facilities were 
trained in understanding emotions and nonverbal communication (i.e., it is beneficial to 
notice and validate the individual’s with dementia affect). The results showed that 
individuals with dementia retain an emotional awareness both in expression and in 
response to emotional expressions that are displayed by others. In 2004, Bucks and 
Radford reported that individuals with Alzheimer’s disease were able to display
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emotional processing abilities in recognition of non-verbal emotional cues (i.e.. 
happiness, sadness, anger, fear, and neutrality) and showed improved communication 
with comprehension of these emotions. The present results are in line with these studies.
The Effect of Question Type on Disruptive Vocalizations 
Yes/no questions were the most effective question type in decreasing the 
residents’ disruptive vocalizations. Of the 346-yes/no questions, 75% were followed by a 
decrease in disruptive vocalizations as compared to 39% of the open-ended questions and 
50% of the clarification questions. This finding is consistent with the results of several 
other studies. In 1997, Ripich et al. developed a program to train caregivers of individuals 
with Alzheimer’s disease in strategies to decrease some of the daily hassles related to 
communication and caregiving. One of the main components of their program was 
training caregivers to use yes/no questions. The authors reported that 83% of the 
caregivers’ yes/no questions resulted in successful communications by the individuals 
with Alzheimer’s disease. Additionally, in 2003, Small et al. reported that yes/no 
questions were one of three communication strategies (along with eliminating distractions 
and speaking in simple sentences) that were consistently effective in reducing 
breakdowns between the individuals with dementia and the caregivers. The authors found 
that the individuals with dementia responded appropriately following 67% of the yes/no 
questions asked by their caregivers. Small and colleagues suggest that the caregivers’ 
yes/no questions are more successful at decreasing disruptive vocalizations because they 
decrease the demand on the memory system of the individual with Alzheimer’s disease. 
Given the previously-stated findings, it is not surprising that the studies’ strongest finding 
concerns the effect of yes/no emotional questions on disruptive vocalizations.
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Types of Questions, Content, and Changes in Disruptive Vocalizations
Of the emotional yes/no questions, 89% resulted in decreased disruptive 
vocalizations. As mentioned, other studies have noted the benefits of yes/no questions 
(Ripich et al., 1997; Small et al., 2003), and the benefits of emotional content in 
interactions (Bucks & Radford, 2004; Magai et al., 2002). This study provides evidence 
of the remarkably robust effect achieved when these two factors are combined.
Caregiver Demographics
Information regarding the caregivers was provided through completion of a 
demographic profile. Demographic variables included age, gender, ethnicity, education, 
employment status, years of experience in the present position, along with the amount of 
training that the caregivers had in caring for individuals with dementia. No major 
differences in the style or success of communicative interactions were evident in the 
areas of age, gender, education or employment status.
Caregiver Perceptions
Data from the caregivers’ point of view were collected as an additional 
component of the study in order to gain a better understanding of the caregivers’ 
perceptions of working with individuals with dementia. Two questionnairescompleh / Hy 
the caregivers, (the Resident Behavior Rating Scale and the Open-ended Questionnaire), 
were used for further analysis of resident/caregiver interactions.
The Resident Behavior Rating Scales were completed by the caregivers following 
each one-hour audio-recorded session and consisted of five questions. Two questions 
compared the caregivers’ perceptions of the residents’ level of disruptive vocalizations 
prior to and following the resident/caregiver interactions. The caregivers reported a
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decrease in the residents’ vocalizations 28% of the time, an increase in the level of 
disruption 20% of the time, and no change in the level of disruption 53% of the time. In 
contrast, the audio-recorded data showed that, following interactions, 64% of the time 
there was a decrease in the residents’ disruptive vocalizations, less than 1% of the 
interactions resulted in an increase of disruptive vocalizations, and 36% of the time there 
was no change in behavior (see Table 9 & Figure 9). Thus, the results showed that the 
caregivers’ perception of the success rate of the communicative interactions was 
significantly lower than the observed data indicated. A study by Small et al. (2003) on the 
effectiveness of communication strategies used by caregivers also found a difference 
between the caregivers’ subjective ratings and the objective data collected during the 
observations. In their study, the results were reversed from this study. The subjective 
ratings by the caregivers reported a greater number of successful interactions as 
compared to the data collected from the observations showing only partial or no success 
as a result of the interactions. In both studies, some of the discrepancies in caregiver 
perceptions and actual results may be related to the caregivers not being completely 
aware of what constitutes a successful interaction. Additionally, some of the discrepancy 
in the present study may have been related to the caregivers completing only one report at 
the end of the one-hour sessions rather than analyzing each interaction, as was done with 
the audio-recorded data. Also, because the caregivers were aware that the focus of the 
study was the residents’ disruptive behaviors, the caregivers may have focused more on 
the residents’ disruptive behaviors and less on the success of the resident/caregiver 
interactions. In any case, these results suggest that some caregivers are relatively unaware
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of the effects of their interactions with the residents. As a result, they also may be 
unaware of the effects of their interactive language.
The remainder of the Resident Behavior Rating Scale required the caregivers to 
provide their perceptions of the time required to care for the vocally-disruptive residents, 
the manageability of the residents, and the enjoyment of working with mese vocally- 
disruptive residents as compared to other dementia residents. 68% of the caregiver 
reports indicated that the amount of time required by the disruptive resident was 
somewhat greater than the time required when working with other dementia residents, 
70% of the caregiver reports indicated more difficulty in managing the vocally-disruptive 
resident as compared to other residents, and 50% of the caregivers reported less 
enjoyment as compared to working with non-disruptive residents. Likewise, in previous 
research by Hallberg et al. (1990), the caregL ers spent 51 minutes completing the daily 
physical care activities of individuals who displayed vocally-disruptive behaviors as 
compared to 39 minutes being required to care for individuals who did not display 
disruptive behaviors. Cohen-Mansfield (2001) addressed the management of aggressive 
behaviors that occur with an individual in the late stages of dementia. She discusses the 
importance of accommodating the individual (e.g., adjusting the daily routine and 
environment, providing social contact and meaningful activities, and assessing the 
underlying needs of the individual) to decrease the impact of their inability to verbally 
communicate. These are problems that require extra time and effort when working with 
individuals with dementia who are vocally-disruptive.
The second type of caregiver report was an open-ended questionnaire that was 
completed by the caregivers after all of the observations had been completed within a
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facility. The main purpose was to obtain information regarding the caregivers’ awareness 
of the kind of language that they used with the residents and their perceptions of what 
was taking place during the communicative interactions.
Three questions required the caregivers to think about their own interactive styles, 
first in a broad sense, then by addressing specific interactive skills. In responding to these 
questions, 61% of the caregivers reported using communicative strategies that involved 
emotional components, including providing reassurance, validating the resident’s 
feelings, and talking about things that were interesting to the resident (family/friends, 
home town, dancing, and specific food/drink items). Previous studies have reported these 
techniques to be successful in facilitating communications with individuals with 
Alzheimer’s disease (Bourgeois, 2002; Hopper, 2001; Ripich et al., 1999; Zientz et ah, 
2007). This limited use of communication strategies with emotional components (39% of 
the caregivers did not report using them) was also noted by the principal investigator 
during the observed sessions. When asked by the principal investigator about a resident’s 
personal history (family, previous employment of self or spouse, home town), the 
caregivers could not consistently supply this information. The inability of the caregivers 
to relate this information indicates that at least some of the caregivers were not aware of 
the importance of personally relevant information that could act as a mode of access to 
the emotional memory lane, and ultimately to help decrease the residents’ disruptive 
vocalizations.
The final question on this questionnaire asked the caregivers whether they had 
any expectations or ideas of how the residents would respond following the 
resident/caregiver interactions. The purpose of this question was to investigate the
72
caregivers’ ability to formulate communicative interactions with . he intent of changing 
the residents’ disruptive behaviors. The responses to this item x> re n. d. Responses 
ranged from the term “calm” being used by one fourth of the ca h as their 
expectation of the residents’ response to the caregivers’ interactions to one-fourth of the 
caregivers responding with no expectations regarding the residents’ response. Half of the 
caregivers indicated feelings of confidence that the resident would react positively to the 
interactions, but the other half of the caregivers reported uncertainty or that they had no 
expectations of how the resident would respond to them. The caregivers’ perceptions of 
some the variables guiding the residents’ responses to the caregivers included the 
residents’ mood and unpredictability of the resident. One caregiver felt that the result of 
the interaction depended on how he/she felt that day, as most of the residents’ attitudes 
and behaviors are a reaction to the caregivc <\ie can infer from these results that up to 
one-half of the caregivers felt that their behavior had little effect on the nature of resident 
behavior. These caregivers would have little incentive to monitor the form and content of 
their language.
Caregiver Success Factors
The caregivers’ responses to the questionnaires displayed some knowledge and 
awareness of communicative strategies that were successful. However, a large portion of 
the caregivers lacked knowledge of communication strategies that employed references to 
emotional memories. Additionally, many caregivers seemed not to understand that their 
language affected the outcome of the communicative interactions. Examination of the 
data indicated that there was wide variation in the success of individual caregivers in 
decreasing disruptive vocalizations. In an attempt to explain this variation, the possible
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effects of various caregiver attributes were examined. These attributes included the 
caregivers' demographic variables, their perceptions of their ability to assist the residents 
in decreasing disruptive vocalizations, and their expectations of how the residents would 
respond to the caregivers.
The measure of caregiver success used was the rate of decrease in the residents’ 
disruptive vocalizations following all types of caregiver questions, expressed as a 
percentage (see Appendix H). To calculate the success rate for each caregiver, the 
number of questions used by the caregiver and the number of decreases in the residents’ 
disruptive vocalizations following the questions were determined. Then, the “success 
rate” of each caregiver was calculated as a percentage (number of decreases in disruptive 
vocalizations divided by the number of caregiver questions x 100).
In an attempt to determine if particular attributes were associated with success in 
decreasing disruptive vocalizations, caregiver success rates were con-elated with 
demographic variables of the caregivers. Table 16 presents the probability of significance 
for these correlations. It shows that no significant correlations were obtained for any of 
the demographic variables (age, gender, ethnicity, education, employment, experience, 
and training in dementia care).
Table 16. Speamian’s Correlation of Caregiver Demographics and the Rate of Decrease 
in Disruptive Vocalizations (n  = 28).
Caregiver
demographics








rh o .243 -.122 .035 .213 .155 .032 .138
p  value .214 .538 .859 .277 .431 .871 .484
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Because the correlational analysis failed to provide any insights, an informal 
analysis of the data was attempted to determine whether certain caregiver linguistic 
patterns were associated with the caregivers’ success in decreasing the residents' 
disruptive vocalizations. Caregiver success rates were rank-ordered from the caregivers 
with the greatest amount of success in decreasing disruptive vocalizations to the 
caregivers with the least amount of success in decreasing disruptive vocalizations. Two 
groups were identified: caregivers who were at least 75% successful in decreasing 
disruptive vocalizations (n = 9) and caregivers who were less than 25% successful in 
decreasing disruptive vocalizations (n = 6). Comparisons were made between the two 
groups, first on the number of questions used, and second, the number of yes/no 
questions with emotional references that the caregivers used. The most successful group 
of caregivers used an average of 6.5 questions which resulted in decreased disruptive 
behaviors during each one-hour session. In comparison, the least successful group of 
caregivers used an average of 4.6 questions which resulted in decreased disruptive 
behaviors during each one-hour session. Thus the most successful group of caregivers 
used more questions than the least successful group, but the difference was hardly 
dramatic. Further comparisons showed that the most successful group of caregivers used 
an average of 3 yes/no questions with emotional references as compared to the least 
successful group of caregivers using an average of 0.4 yes/no questions during each one- 
hour session. Hence, the most successful group of caregivers used yes/no questions with 
emotional references 7 times more often than the least successful group of caregivers. 
This analysis supports the findings regarding question type and content presented in the
Results Section.
Next, the percent of success in decreasing disruptive vocalizations was compared 
to information collected from the Open-ended Questionnaires (see Appendix E). The 
caregivers’ responses to items 3, 4, and 5 on the questionnaire were inspected for 
references to the use of language that would assist the residents in accessing emotional 
memories. Six of the nine caregivers in the most successful group of caregivers made 
references to the efficacy of emotional language components on the Open-ended 
Questionnaire. In comparison, none of the caregivers in the lowest group made references 
to emotional language components. This may indicate that caregivers who are the most 
successful in decreasing disruptive vocalizations are aware of the importance of 
accessing emotional memories in individuals with dementia and are more successful at 
implementing emotionally referenced communication strategies.
fhe final analysis was to determine if there were any common factors in the 
caregivers’ expectations of how the residents would respond to the caregivers’ 
communicative interactions /-tem F on the Op^.,-ended Questionnaire) and the 
caregivers’ success in decreaVn,, the residents’ disruptive vocalizations. The caregivers’ 
responses to this question were mixed in nature, ranging from feeling confident that the 
residents would react positively to the interactions to some caregivers believing that it did 
not matter how they interacted with the residents. Variables guiding the residents’ 
responses to the caregivers included the residents’ mood and unpredictability of the 
residents. Interestingly, one caregiver felt that the result of the interaction depended on 
how he/she felt that day, as most of the residents’ attitudes and behaviors are a reaction to 
the caregivers. Unlike the caregivers’ reports of the most successful caregivers using 
more emotional references to access emotional memories of the resident (items 3, 4, & 5
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on the questionnaire), no common factors were noted with the caregivers’ expectations of 
the residents and the caregivers’ success rates in decreasing disruptive vocalizations. A 
Spearman’s correlation showed no significance in the caregivers’ success rates and 
caregivers expectations (n  = 28, rho  = .927). These findings may explain why caregivers 
more often than not used language that was less than optimal for minimizing disruptive 
outbursts.
Limitations of the Current Research
The primary purpose of this study was to determine if the caregivers’ use of 
language that contained emotional references to past experiences would benefit 
individuals with dementia. Therefore, the study took place in the natural setting and 
during the normal work schedule of the caregivers who participated in the study. The 
presence of the principal investigator very likely had an impact on the interaction 
techniques used by some of the caregivers. They may have been more aware of their 
interaction style, worked harder to impress the principal investigator, or possibly ignored 
the resident if they did not feel confident with their interactive skills or believed that 
nothing would change the situation. A nursing supervisor at one of the facilities reported 
liking when the principal investigator was in the facility as the staff was more attentive to 
the residents and worked harder. Additionally, some caregivers would anticipate possible 
disruptive episodes and interact with the resident prior to any disruptions.
The presence of the principal investigator may also have had an impact on the 
residents. It was beneficial to the study for the principal investigator to interact with the 
caregivers and all of the residents with the goal of decreasing the awareness of the 
principal investigator’s presence in the facility for both the caregivers and the residents
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who participated in the study. Unfortunately, having a.: additional person in the dementia 
unit helped in creating a more socially active environment than usual. This could possibly 
have resulted in the residents being less disruptive with the increase in individuals to 
interact with them. By the fifth visit, the residents often acknowledged the principal 
investigator as a regular visitor to the facility.
The questionnaire that was completed by the caregivers following the one-hour 
observation (Appendix A) caused some confusion with the most positive rating being a 
“10” and the most negative rating being a “1.” Nursing staff is familiar with pain scales 
using a rating of “1” as a positive response (no pain) and a rating of “10” representing the 
negative component (significant pain). Additionally, the caregivers often expressed 
apprehension about “rating” their interactions with the residents and did not appear to put 
much thought into the ratings. In order to decrease caregiver anxiety, the Resident 
Behavior Rating Scales were completed anonymously.
Conclusions and Implications
This study supports other studies in that individuals with dementia do benefit 
from the activation of emotional memories (Bucks & Radford, 2004; Kensinger et al., 
2004: Magai & Cohen, 1998; Magai et al., 1997; Magai et al., 2002). The results of this 
study show that the inclusion of emotional references to past memories into all types of 
questions used by caregivers is beneficial when interacting with individuals who are in 
the later stages of dementia (85% of questions containing emotion ' i cnees resulted in 
decreased disruptive vocalizations) This study also showed that caregivers are using a 
high number of questions, specifically yes/no questions (64% of all questions) as 
previously reported by other studies (Dijkstra, Bourgeois, Petrie et al., 2002; Hopper,
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2001; Small & Perry, 2005; Toner et ah, 2003). Additionally, the yes/no questions are 
more successful, as compared to open-ended questions or clarifications at decreasing 
disruptive vocalizations (75%). It is important to note that even though only 45% of the 
caregiver’s yes/no questions contained emotional references, 89% of these emotional 
yes/no questions were followed by a decrease in disruptive vocalizations.
Suggestions for Future Research
In a recent study Zientz et al. (2007) discuss the benefits of educating and training 
caregivers of individuals with Alzheimer’s disease. According to their study, currently 
caregivers are being educated in the areas of increased knowledge of Alzheimer’s disease 
and communication breakdowns, using successful communication strategies such as 
yes/no questions and memory books, and decreasing caregiver burden and quality of life 
issues by incorporating successful communication strategies. Further research should 
focus on the results of the present study in that caregivers using yes/no questions 
containing emotional references to past memories are more successful at decreasing 
disruptive vocalizations when interacting with individuals with dementia. It is 
recommended that further research focus on the benefits of training the caregivers to (1) 
increase the number of yes/no questions used when interacting with individuals in the 
later stages of dementia and (2) increase the use of past memories and emotionally 
referenced language to improve the individual with dementia’s ability to successfully 
participate in a communicative interaction. Increased use of yes/no questions with 
emotional references should assist in decreased disruptive vocalizations, increased social 
skills and quality of life of the individual with dementia, along with improving job 
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H a ld o l P R N  
(o u tb u rs ts )
8 /3 0 L ev e l 6: 
m o d e ra te  
se v e re  
d e m e n tia
N e g a tiv e
s ta te m e n ts ,
P e r s is te n t
an g e r ,
R e p e ti t iv e
c o m p la in ts
8 85 F C a u c D e m e n tia /
A lz h e im e r ’s
C O P D
H y p o th y ro id is m
L e x a p ro
(d e p re s s io n )
L asix
A d v a ir  (C O P D )
5 /3 0 L ev e l 6: 
m o d e ra te  
s e v e re  
d e m e n tia
V e rb a l ly  
a b u s iv e , y e lls .
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H y p e rte n s io n  
P e r ip h e ra l v a s c u la r  
d ise a se
A b ro re n t N e b s  
(C O P D )
S in g u la i r  (a s th m a )
N o rv a s c
C o u m a d in
9 81 F C a u c D e m e n tia /
A lz h e im e r ’s
A n e m ia
D e p re ss io n
H y p e r te n s io n
O s te o p o ro s is
C ita lo p ra m
(d e p re s s io n
R isp e rd a l
(d e lu s io n s )
L asix
N a m e n d a  (m o o d )  
A ric e p t (m o o d )
12/30 L e v e l 6: 
m o d e ra te  
s e v e re  
d e m e n tia
R e p e t i t iv e  
r e q u e s t  fo r  
h e lp .
10 97 F C a u c B ra in  s y n d ro m e / 
p re -se n i le  b ra in  
P a n ic  d is o rd e r  
D e p re ss io n  
H y p e r te n s io n  
C h ro n ic  a irw a y  
o b s tru c tio n
C e le x a /c ita lo p ra m
(d e p re s s io n )
M ir ta z a p in e
(d e p re s s io n )
F lo v e n t in h a le r
(C O P D )
T y le n o l T ID  (p a in )
14/30 L ev e l 6: 
m o d e ra te  
s e v e re  
d e m e n tia
R e p e ti t iv e  
re q u e s ts  fo r  
h e lp . Y e ll in g
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A P P EN D IX  B
Caregiver Demographics 
P lea se  p r o v id e  the fo l lo w in g  in fo rm a tion .
1. Age: 16-25 26-35 36-45 46-55 56-65 66 & above
2. Gender: male female
3. Ethnicity: Caucasian African American Latino/Hispanic
Native American Asian Other
4. Educational level: 
School/GED
Other
High School student (grade):____ High
Some college BA/BS MA/MS
5. Employment Status/Job title:
6. Years of experience in position:
7. Years of experience in this setting:
8. Training in dementia care:
Where: When:
Describe:
A P P E N D IX  C
Care- Age Gender Ethnicity Educ- Employ- Years in Years Years of
giver range ation ment position in train-
setting ing
1 46-55 Female Cauc SC Coord 5.5 30 6
2 16-25 Female Cauc HS NA 8 6 6
o 16-25 Female Cauc SC NA 0.9 0.9 6
4 46-55 Female Cauc s c LPN 8 15 6
5 46-55 Female Cauc s c LPN 26 26 6
6 26-35 Male Other HS NA 4 2.5 6
7 16-25 Female Cauc SC NA 8 2.5 6
8 26-35 Female AfAm BA NA 4 4 •">:>
9 16-25 Male Cauc SC NA oJ 1 oJ
1 0 26-35 Female Cauc SC NA 2 11 3
11 16-25 Female Cauc SC TR 1 1 3
1 2 26-35 Male AfAm BA NA 4 4 1
13 16-25 Female Other SC TR 0.4 5.5 “y
14 26-35 Female Cauc BA TR Az. 3 6
15 26-35 Female Cauc SC LPN 0.5 14 1
16 16-25 Male Cauc SC NA 4 7 1
17 26-35 Female Cauc SC LPN 3.5 5 3
18 56-65 Female Cauc SC LPN 2.5 2 0 3
19 56-65 Female Cauc SC LPN 36 36 3
2 0 46-55 Female Cauc SC NA 1 0 8 1
2 1 46-55 Female Cauc SC NA 3 3 3
2 2 36-45 Female Cauc SC LPN 1 . 8 6 . 8 3
23 16-25 Female Cauc s c NA 3 .8 3
24 16-25 Female Cauc BA NA 3 .8 1
25 16-25 Male Cauc SC NA j 4 OJ>
26 16-25 Female Cauc HS NA 3 1
27 16-25 Female Cauc SC NA 1 1 1
28 26-35 Female Cauc HS HK 8 8 1
Ethnicity: Cauc = Caucasian, AfAm = African American, & Other.
Education: HS = High School/GED, SC = some college/2 year degree, BA = BA/BS. 
Employment/Job title: NA = Nursing Assistant, LPN = Licensed Practical Nurse, TR 
= Therapeutic Recreation, Coord = Unit Coordinator, HK = Housekeeping.
Years in position = number of years working in present position.
Years in setting = number of years working in this facility.




Resident Behavior Rating Scale
1. Level of disruptiveness p r io r  to interaction (1 = out of control and 10 = 
stopped disruptive vocalizations)
Out of 1 2 3 4 5 6 7 8 9  10 Stopped
control 
vocalizations
2. Level of disruptiveness/b//ovv/>7g an interaction (1 = out of control and 10 
= stopped disruptive vocalizations)
Out of 1 2 3 4 5 6 7 8 9  10 Stopped
control 
vocalizations
3. Caregiver time required by the resident (1 = excessively more than non- 
disruptive clients and 10 = same amount as other residents in the unit)
Excessive 1 2  3 4 5 6 7 8 9 10 Same
4. Manageability of the resident (1 = not able to manage and 10 = no 
difficulty in management)
Not 1 2 3 4 5 6 7 8 9  10 No .
manageable difficulty
5. Enjoyment of the communicative interaction (1 = absolutely none and 10 
= same as other residents in the unit)




A P P E N D IX  E
Open-ended Interview with Caregivers of Dementia Residents
1. Identify the type of disruption used by the resident:
inappropriate verbalizations, loud talk, loud singing, cursing, 
disruptive talk, chatting, mumbling, yelling, groaning, howling or 
sighing,
other_____________
2. In your opinion, what causes the resident to attempt communicating in the 
manner that you indicated in the question above?
3. How do you respond to the resident following their attempt to 
communicate? Please try to give some examples.
4. Do you try using any special words, sentences, or actions? 
If so, please try to provide examples.
5. Do you feel that certain words, sentences or actions are more successful 
than other types of interactions when you are working with the disruptive 
resident?
6. Do you have any expectations or ideas of how the resident will respond to 
you?
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A P P EN D IX  F
Results of caregiver rating of the time required by the resident, level of 
manageability, and amount of enjoyment of working with the resident.
Interaction Time Required Manageability Enjoyment
1 8 9 10
2 8 8 8
3 10 9 10
4 9 10 10
5 7 7 5
6 10 8 10
7 10 10 9
8 9 10 10
9 2 2 10
10 9 6 n
11 8 8 9
12 7 9 10
13 7 10 4
14 9 9 10
15 10 10 10
16 10 10 10
17 10 10 10
18 9 9 9
19 10 10 10
20 10 10 10
21 10 8 10
22 10 10 10
23 10 10 10
24 10 8 10
25 10 9 10
26 9 9 9
27 3 9 10
28 3 10 10
29 3 1 2
30 8 2 10
31 7 5 2
32 3 2 6
33 2 1 2
34 5 1 1
35 2 2 5
36 3 3 7
37 3 3 7
38 4 5 3
39 3 4 5
40 5 2 3
Averages 7.125 6.95 6.725
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APPENDIX G.l
Consent Form for Legally Authorized Representatives of 
Long-Term Care Facility Residents with Dementia
A Study of Interaction Styles used by Individuals with Dementia and their Caregivers
The long-term care facility dementia resident for which you are the Legally 
Authorized Representative is invited to participate in a research study being done by 
Cynthia Lofton under the supervision of her advisor, Dr. John Madden, of the 
University of North Dakota Communication Sciences and Disorders Department.
Dementia denies an individual the ability to effectively communicate their medical, 
physical and emotional needs. As a result, individuals with dementia may attempt 
communication through inappropriate behavior often involving disruptive 
vocalizations (i.e., repetitive questioning and shouting), especially during the later 
stages of the disease. Employees in long-term care facilities are challenged to 
determine what the individual with dementia is attempting to communicate through 
their disruptive behaviors and further, how the caregivers can best increase the 
communicative success of these individuals.
The purpose of this study is to determine if the caregiver's style of interaction with the 
dementia resident affects the incidence of disruptive vocalizations and feelings of 
communicative success. To do this, caregiver interactions and the resident’s 
responsive behavior will be analyzed.
A medical chart review will determine if the long-term care resident is appropriate for 
the study in that they have been medically classified in the moderate-to-iate stages of 
Alzheimer’s disease and exhibit, vocally disruptive characteristics. Dementia residents 
selected for the study, and their caregivers, will be observed for one-hour sessions on 
two different days within the long-term care facility where the dementia resident 
typically spends their time. The one-hour sessions will be audio taped for later 
transcription and data analysis. Notes, hand-written during the observation, will be 
used for descriptive analysis of the interaction. Additionally, the caregivers will be 
interviewed and will complete a rating scale designed to determine their impressions 
of the success or failure of the interactions during the observed sessions.
The findings of the study will be shared with the families, legally authorized 
representatives, and the caregivers. The hope is that the study will identify strategies 
for improving communication between individuals with dementia and their 
caregivers.
Possible risks from this study may include family members and legally authorized 
representatives of the dementia residents being concerned about the confidentiality of 
the study and worrying that potentially embarrassing information about the resident’s 
behaviors may be revealed. Also, the residents may become apprehensive or agitated 
because of the presence of the observer within their daily setting.
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To protect confidentiality, the names of the residents and caregivers will be coded in 
the data. That is, each name will be assigned a code number, and that code number 
will be used in identifying the data. No names or identifying information will be used 
in any publications that may result from the study. Additionally, to decrease the 
c nance of resident apprehension or agitation, the principal investigator will interact 
v. ith the resident to “gain their trusf ’ prior to the one-hour observations.
Any information from this study that can be identified with the resident or their 
caregiver will remain confidential and will be disclosed only with your permission. 
All data and consent forms will be kept in separate locked cabinets for a minimum of 
3 years after the completion of this study. Only the researcher, the adviser, and people 
who audit IRB procedures will have access to the data. After 3 years, the data will be 
shredded and the audiotapes erased.
Residents and/or their legally authorized representatives are free to decide not to 
participate or to withdraw at any time from the project without prejudice.
Participation is voluntary, and the decision whether to participate will not change the 
resident’s future relations with the researcher, the long-term care facility, or 
department of Communication Sciences and Disorders at the University of North 
Dakota.
If you have questions about the research, you may call Cynthia Lofton at 320-980- 
6951 or Dr. John Madden at 701-777-3728. If you have any other questions or 
concerns, please call the University of North Dakota Research Development and 
Compliance office at 701 -777-4279.
You will be given a copy of this consent form for future reference.
All of my questions have been answered and I have been encouraged to ask any 
questions that I may have concerning this study in the future.
Participant’s Name




Consent Form for Caregivers
A Study of Communication Styles used by Individuals with Dementia and their 
Caregivers
You are invited to take part in a research study being done by Cynthia Lofton under 
the supervision of her advisor, Dr. John Madden, of the University of North Dakota 
Communication Sciences and Disorders Department.
Dementia denies an individual the ability to tell people about their medical, physical 
and emotional needs. Individuals with dementia may attempt to communicate through 
behavior that often includes yelling and shouting, especially during the later stages of 
the disease. Caregivers in long-term care facilities often have a hard time knowing 
what the residents with dementia are attempting to say and how they can best help the 
residents communicate.
The purpose of this study is to find out if the way the caregiver communicates with 
the dementia resident affects the way that the resident attempts to communicate, and 
possibly to improve communication with the residents.
Dementia residents and their caregivers will be observed for one-hour sessions on two 
different days within the long-term care facility where the dementia resident lives.
The observation sessions will be tape recorded. Also, the researcher will take notes 
during the observation sessions. Additionally, the caregivers will be interviewed and 
will complete some questions about how successful they were in communicating with 
the resident during the observation sessions. Caregivers also will be asked to fill out a 
questionnaire that asks for their age, gender, educational level, training in dementia 
care, and ethnic group.
Any methods for improving communication between residents and their caregivers 
that results from the study will be shared with the families, legally authorized 
representatives, and the caregivers.
Possible risks from this study to the caregivers may include feeling threatened that the 
data will reveal information about how well they do their job. To protect the privacy 
of all participants, the names of the residents and caregivers will be coded in the data, 
(the tapes, notes, etc.). That is, each name will be assigned a code number, and that 
code number will be used in identifying the data. No names or identifying 
information will be used in any publications that may result from the study.
The data and consent forms will be kept in separate locked cabinets for a minimum of 
3 years after the study is over. Only the researcher, her adviser, and people who check 
up on IRB procedures will have access to the data. After 3 years, the data will be 
shredded and the audiotapes erased.
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Participation is completely voluntary. Caregivers are free to decide not to participate 
or to withdraw at any time from the project. A decision not to participate will have no 
effect on the caregiver’s future relations with the researcher, the long-term care 
facility, or department of Communication Sciences and Disorders at the University of 
North Dakota.
If you have questions about the research, you may call Cynthia Lofton at 320-980- 
6951 or Dr. John Madden at 701-777-3728. If you have any other questions or 
concerns, please call the University of North Dakota Research Development and 
Compliance office at 701-777-4279.
You will be given a copy of this consent form for future reference.
All of my questions have been answered and I have been encouraged to ask any 




Global Deterioration Scale (Reisberg, 983)
N A M E: ID#: DATE: PERIO D :
G L O B A L  D E T E R IO R A T IO N  S C A L E  (G D S)
(C hoose the m ost appropriate global stage based upon cognition and function, and C H E C K  ONLY O N E.) 
1 . No sub jec tiv e  co m p la in ts  o f  m em ory  defic it. N o m em ory defic it evident on clinical interview.
2 .  S u b jec tiv e  co m p la in ts  o f  m em ory  defic it, most frequently in following areas:
(a) forgetting  w here one has placed fam iliar objects;
(b) forgetting  nam es one form erly knew  well.
N o objective evidence o f  m em ory deficit on clinical interview .
N o objective deficit in em ploym ent o r social situations.
A ppropriate concern with respect to sym ptom atology.
G 3 . E arlie s t c lea r-cu t defic its.
M anifestations in more than one o f  the fo llow ing areas:
(a) patient m ay have gotten lost when travelling  to an unfam iliar location.
(b) co-w orkers becom e aw are o f  patient's relatively poor perform ance.
(c) w ord and/or nam e finding deficit becom e evident to intim ates.
(d) patient m ay read a passage or book and retain relatively little m aterial.
(e) oatient may dem onstrate decreased facility  rem em bering nam es upon introduction to new people, 
(fs pat ient may have lost o r m isplaced an object o f  value.
(g) concentration  deficit m ay be evident on clinical testing.
O bjective evidence o f  m em ory deficit obtained only with an intensive interview.
D ecreased perform ance in dem anding em ploym ent and social settings.
D enial begins to  becom e m anifest in patient.
M ild to  m oderate anxiety frequently  accom panies sym ptom s.
G 4 . Clear-cut deficit on careful clinical interview.
D eficit m anifest in fo llow ing areas:
(a) decreased know ledge o f  current and recent events.
(b) m ay exhibit som e deficit in m em ory o f  one’s personal history.
(c) concentration  deficit elicited on serial subtractions.
(d) decreased ability to travel, h an d le  f inances, etc.
Frequently  no deficit in follow ing areas:
(a) orientation  to tim e and place.
(b ) recognition o f  fam iliar persons and faces.
(c) ability  to travel to fam iliar locations.
Inability to perform complex tasks.
D enial is dom inant defense m echanism .
F latten ing  o f  affect and w ithdraw al from challenging situations.
2
G 5 . Patient can no longer survive without some assistance.
Patient is unable during interview to recall a major relevant 
aspect of their current life, e.g.:
(a) the ir address o r te lephone num ber o f  m any years.
(b) the nam es o f  close m em bers o f  their fam ily (such as grandchildren).
(c) the nam e o f  the high school o r college from  w hich they graduated.
Frequently  som e disorientation to tim e (date, day o f  the w eek, season, etc.) or to  place.
An educated  person may have difficulty  counting  back from 40 by 4s or from 20 by 2s.
P ersons at this stage retain know ledge o f  m any m ajor facts regarding them selves and  others.
T hey  invariably know  their ow n nam es and generally  know  their spouse 's and children 's names. 
T hey require no assistance with to ileting  o r eating, but m ay have d ifficulty  choosing the proper 
c lo th ing  to wear.
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G 6 M a y  o c c a s io n a l ly  fo rg e t  th e  n a m e  o f  th e  s p o u s e  u p o n  w h o m  th e y  a re  e n ti r e ly  d e p e n d e n t  fo r  s u rv iv a l .
W ill be largely unaware of ail recent events and experiences in their lives.
Retain som e know ledge o f  their surroundings; the year, the season, etc.
M ay have d ifficulty  counting by Is from 10, both backw ard and som etim es forw ard.
Will require some assistance with activities of daily living:
(a) m ay becom e incontinent.
(b) w ill require travel assistance but occasionally  w ill be able to travel to  familial 
locations.
D iurnal rhythm  frequently  disturbed.
A lm ost alw ays recall their own name.
Frequently  con tinue to be able to d istinguish fam iliar from unfam iliar persons in their environm ent.
Personality  and em otional changes occur. T hese are quite variable and include:
(a) delusional behavior, e.g., patients may accuse the ir spouse o f  being an imposter; 
m ay talk  to im aginary figures in the environm ent, o r to  the ir own reflection in the 
m irror.
(b) obsessive sym ptom s, e.g., person may continually  repeat sim ple cleaning activities.
(c) anxiety sym ptom s, agitation, and even previously non-existent v io lent behavior 
m ay occur.
(d) cognitive abulia, e.g., loss o f  w illpow er because an individual cannot carry' a 
thought long enough to determ ine a purposeful course o f  action.
G 7  . All verbal abilities are lost over the course of this stage.
Early in th is stage w ords and phrases are spoken but speech is very circum scribed.
L ater there is no  speech at all - only grunting.
Incontinent; requires assistance toileting and feeding.
Basic psychomotor skills (e.g. ability  to  w alk) are lost with the progression of this stage.
The brain appears to no longer be able to  tell the body w hat to do.
G eneralized and cortical neurologic signs and sym ptom s are frequently  present.
i Reisberg, B., Ferris, S.H., de Leon, M J . .  &  C rook, T. The global deterioration scale for assessm ent o f  prim ary 
degenerative dem entia.
Am. J.Psychiatry, 1982; 139:1136-1139.
©  1983 by Barry Reisberg, M .D. All rights reserved.
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APPENDIX I
Caregiver Demographics and Percent of Decrease in Disruptive Vocalizations (DV)
According to Caregiver
C a re ­
g iv e r
A g e
ra n g e
G e n d e r E th n i
c ity
E d u c ­
a tio n
E m p lo y ­
m e n t




%  d e c re a s e  
in D V  fo r 
a ll ty p e s  o f  
q u e s tio n s
%  d e c re a s e  
in D V  fo r 
y e s /n o  
e m o tio n a l 
q u e s tio n s
1 4 6 -5 5 F em a le C a u c S C C o o rd 5 .5 6 70 94
2 16-25 F em a le C a u c H S N A 8 6 86 100
3 16-25 F em a le C a u c SC N A 0 .9 6 80 0
4 4 6 -5 5 F em a le C a u c S C L P N 8 6 50 50
5 4 6 -5 5 F em a le C a u c S C L P N 2 6 6 70 85
6 2 6 -3 5 M a le O th e r H S N A 4 6 6 0 100
7 16-25 F em a le C a u c S C N A 8 6 0 0
8 2 6 -3 5 F em a le A fA m B A N A 4 o 86 100
9 16-25 M a le C a u c S C N A -> -> 93 100
10 2 6 -3 5 F e m a le C a u c S C N A 2 3 69 100
11 16-25 F e m a le C a u c SC T R I 3 53 100
12 2 6 -3 5 M a le A fA m B A N A 4 1 40 50
13 16-25 F e m a le O th e r S C T R 0 .4 3 78 80
14 2 6 -3 5 F e m a le C a u c B A T R 2 6 90 100
15 2 6 -3 5 F e m a le C a u c S C L P N 0 .5 1 100 100
16 16-25 M a le C a u c S C N A 4 1 51 69
17 2 6 -3 5 F e m a le C a u c S C L P N 3.5 J 50 0
18 5 6 -6 5 F e m a le C a u c S C L PN 2 .5 67 100
19 5 6 -6 5 F e m a le C a u c S C L P N 3 6 3 100 100
2 0 4 6 -5 5 F e m a le C a u c S C N A 10 1 100 100
21 4 6 -5 5 F e m a le C a u c S C N A 3 n 36 100
22 3 6 -4 5 F e m a le C a u c S C L P N 1.8 3 24 0
23 16-25 F e m a le C a u c S C N A -* 21 0
2 4 16-25 F e m a le C a u c B A N A 1 4 0 0
25 16-25 M a le C a u c S C N A 3 3 0 0
2 6 nd nd nd n d nd nd nd nd nd
27 16-25 F em a le C a u c H S N A 1 67 100
2 8 16-25 F em a le C a u c S C N A 1 1 0 0
2 9 nd nd nd n d n d nd nd nd nd
3 0 2 6 -3 5 F e m a le C a u c H S H K 8 1 0 0
E d u c a tio n : H S  =  H ig h  S c h o o i/G E D , S C  =  s o m e  c o l ie g e /2  y e a r  d e g re e , B A  =  
E m p lo y m e n t:  N A  =  N u rs in g  A s s is ta n t,  L P N  =  L ic e n se d  P ra c tic a l N u rs e , T R  
C o o rd  =  U n it C o o rd in a to r ,  H K  =  H o u se k e e p in g .
E x p e r ie n c e  =  n u m b e r  o f  y e a r s  w o rk in g  In p re s e n t p o s it io n .
B A /B S .
=  T h e ra p e u tic  R e c re a tio n ,
T ra in in g  in  d e m e n tia  c a re : 1 =  little  o r  n u n e , 3 =  a p p ro x im a te ly  3 h o u rs ,  6  =  a p p ro x im a te ly  6  h o u rs  
n d : n o  d a ta
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